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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


ASEPTIC AND ANTISEPTIC SURGERY 


Henschen, K.: The Importance of Continuous 
Sterilization of Instruments in Operations for 
Carcinoma as a Protection Against Local 
Recurrences (Ueber die Notwendigkeit fortlaufen- 
der Instrumentensterilisation bei Carcinomopera- 
tionen zum Schutz vor oertlichen Rezidiven). Zen- 
tralbl. f. Chir., 1922, xlix, 314. 

Following amputations of the breast for carci- 
noma, more than one-third of the local recurrences 
develop in the field of the thoraco-axillary scar and 
its surroundings. The supramammary lymphatic 
rete mirabile favors the retention of cancer cells. 
External influences, such as the pressure of clothes, 
may massage cells from the borders of the pro- 
liferating zones into the superficial network. 

In order to prevent recurrences all tissues in the 
field of operation, and especially the tumor itself, 
must be handled both before and during the opera- 
tion so delicately that the growth will not be broken 
into fragments and sowed into the wound in the 
form of cell emulsion and the tumor cells will not be 
pressed more deeply into the lymph passages. An- 
other requisite is the frequent changing of gloves 
during the operation, at least before the ligations are 
undertaken, and the use of a sterile instrument for 
each step in the procedure. Borr (Z). 


ANZESTHESIA 


Day, M. G.: Some Studies of the Blood Before and 
After Etherization by the Drop Method. Am. 
J. Surg., 1922, xxxvi, Anes. Supp., 53. 

From a study of the effects of ether on the blood 
Day concludes that if it is carefully administered 
to persons whose blood is approximately normal, 
and the operation is skillfully performed, ether is 
without any marked detrimental effect upon the 
blood. The studies with the dark-field microscope 
did not show any increase of free fat in the blood 
following the administration of ether if the operation 
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was not extended beyond one hour and if not more 
than 5 to 7 oz. of ether were given. 

The study of the blood before and after operation 
was made on 100 persons. The amount of ether 
varied from 3 to 10 oz. and the average was from 5 
to 60z. The time of etherization varied from fifteen 
minutes to two hours, with an average of forty-five 
minutes to one hour. The blood pressure was de- 
creased in ninety-four cases and unchanged in six. 
Hemoglobin changes were observed in three in- 
stances; in one there was an increase, and in two 
a decrease. None of the series of cases showed any 
change in the blood platelets. 

From a study of the blood in the three fatal cases 
of the series the author is convinced that the 
appearance of both the white and the red cells before 
operation is of prognostic value. In all of these 
cases the red cells were crenated and distorted and 
the whites large and flabby; in the third the abnor- 
mality was less marked. The latter was a case of 
bilateral ovarian cysts twisted on their pedicles and 
accompanied by gangrene. The patient developed 
paralysis of both legs and died three weeks after 
the operation. A history of a spinal cord lesion was 
given. : 

The records of six patients operated upon under 
local anesthesia (0.5 per cent cocaine) show a fall 
of blood pressure in every instance. The hemo- 
globin was unchanged in four, increased (5 per cent) 
in one, and decreased (5 per cent) in the other. The 
blood platelets were unchanged in all six. One of 
the patients, a man aged 65 years, died following a 
prostatectomy. In this case the red and white cells 
showed the same degenerative changes as in the 
other series both before and after operation. 

The importance of pre-operative study of pa- 
tients was impressed upon the author by the case 
in which 10 oz. of ether were given. The operation 
consisted of amputation of the cervix and repair of 
the perineum. It was completed in about one hour, 
but profuse oozing of blood required another hour 
for its control. The patient recovered. In the 
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examination of the smear taken before operation 
almost complete absence of blood platelets was 
noted. This, as Day afterward learned, is supposed 
to influence the clotting power of the blood. There- 
fore patients showing a deficiency of blood platelets 
are now given calcium chloride in dram doses four 
times daily for two or three days before operation. 
The normal number of blood platelets is generally 
given as 350,000, and a number below 200,000 is 
considered to indicate a predisposition to hzemor- 
rhage. BEN Moraan, M.D. 


Flemming, Barton, Boyle, Chaldecott, Page, and 
Shipway: Discussion on the Utility and 
Limitations of Nitrous-Oxide Anzsthesia. 
Proc. Roy. Soc. Med., Lond., 1922, xv, Sect. Anes., 7. 


In opening the discussion Flemming pointed out 
that ether alone can be used safely by the aver- 
age anesthetist, but nitrous oxide is safe only with 
the addition of some other drug, such as ether, 
morphia, hyoscine, etc. It is therefore better for 
the student to learn by adding nitrous oxide to 
ether rather than by adding ether to nitrous oxide. 
Although nitrous oxide is non-toxic, its physiological 
and pharmacological properties make it a powerful 
drug and an indifferent relaxant. Therefore correct 
dosage is of paramount importance. In order to 
obtain relaxation without cyanosis, oxygen should 
be used instead of air. Ether added to gas and air 
may give satisfactory results, but the administration 
of nitrous oxide and oxygen without ether or other 
relaxant requires a high degree of skill on the part 
of the anesthetist. Statistics do not distinguish 
clearly between fatalities occurring under nitrous- 
oxide-oxygen alone and those resulting when a 
mixture of nitrous oxide and other relaxants is 
used. Favorable results are reported from clinics 
in which alkaloids and local anesthesia are em- 
ployed to such an extent that the nitrous oxide 
plays a secondary part. These apparently support 
the view, already expressed, that nitrous oxide is 
safest when used in conjunction with other agents. 

Barton stated that the use of gas and oxygen 
alone may be followed by insufficient relaxation, 
sudden unaccountable fluctuation in the depth of 
the narcosis, and occasionally vomiting without 
any apparent provocation. He now uses them as 
adjuncts to ether, beginning with the gas and using 
ether as the indications arise in the operating room. 
He fails to see that gas has any influence in the 
mitigation of shock, the good results, in his opinion, 
being due rather to the morphia, the oxygen, and 
perhaps the ether. He considers the method of 
advantage in operations on the extremities and on 
the head and neck, if the anasthetic is administered 
intratracheally. For throat operations, the depth 
of narcosis is not sufficient. The same is true in 
abdominal work unless the method is combined 
with spinal or infiltration analgesia. 

Boyle agreed with Barton in objecting to the 
term “gas and oxygen.”’ He suggests the designa- 
tion “‘gas-oxygen-ether or gas-oxygen CE,” as the 
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case may be. With the latter combination he has 
had excellent results in goiter operations because 
it is less apt to engorge the throat and to cause 
respiratory embarrassment than a rash administra- 
tion of ether. Shock is also reduced by this method. 
Chaldecott advocates the use of gas and oxygen 
only in combination with local anesthesia, espe- 
cially in abdominal work. He attributes the mus- 
cular relaxation and the absence of shock to the 
nerve blocking, the nitrous oxide doing little beyond 
keeping the patient unconscious. In abdominal 
work he has therefore abandoned the use of gas and 
oxygen alone. For other regions he finds it ex- 
cellent to induce anesthesia with gas and ether 
and then continue with gas and oxygen to minimize 
the amount of ether inhaled. The apparatus is not 
of much importance; the simpler, the better. In 
order not to distract the student’s attention from 
the patient in teaching, he uses a Clover gas and 
ether apparatus with an extra tube for oxygen. 
Page warmly advocated the use of a water-feed 
apparatus first demonstrated by Boothby in 1gr2. 
He advised the induction of anesthesia by the use 
of a mixture of nitrous oxide, oxygen, and ether. 
Very often no further administration of ether will 
be necessary, but if difficulties arise during the 
administration, they must be overcome by the addi- 
tion of ether, never by pushing the nitrous oxide. 
The accidents of anesthesia, according to Ship- 
way, are due mainly to the effects of acute or long- 
continued anoxemia upon the respiratory center 
which is more quickly and more certainly paralyzed 
by want of oxygen than the heart. In difficult cases 
it is his practice to increase the oxygen supply and 
to add a little ether to maintain the anesthesia, 
rather than persist with gas and oxygen alone. 
He does not believe that the method is absolutely 
contra-indicated in diabetes, but stated that it is 
not suitable in the presence of arteriosclerosis or 
in active or recently healed tuberculosis. In the 
latter the rapid breathing may lead to a spread of 
the disease or to a fresh outbreak. Gas and oxygen 
no doubt are the best means of combating and 
controlling shock. This was proved by experience 
in the casualty clearing stations during the war. 
BEN Morcan, M.D. 


Mennell, Z.: Anzsthesia in Intracranial Surgery. 
Proc. Roy. Soc. Med., Lond., 1922, xv, Sect. Anes., 
13. 

For intracranial operations the author has 
adopted the intratracheal route and ether as the 
anesthetic. 

Intratracheal ether anesthesia is safe for the 
patient, allows the surgeon to work unimpeded by 
the anesthetist, and permits the anesthetist to 
make blood-pressure readings and other observa- 
tions. It is applicable to all cases of cerebellar, 
pituitary, occipital, and high spinal lesions. 

Its successful conduction requires careful atten- 
tion to technique, such as a minimal and constant 
dosage of ether, a gradual change in the vapor 



































concentration when necessary, a sufficient supply of 
oxygen, a free air-way, and the prevention of vomit- 
ing. For the accurate interpretation of the blood- 
pressure readings, the disappearance of the radial 
pulse, and the patient’s general condition very close 
cooperation between the surgeon and the anesthetist 
is essential. 

Since the armistice the author has used intra- 
tracheal ether in seventeen cases of pituitary tumor, 
forty-nine cases of cerebellar tumor, and sixty- 
three cases of supratentorial tumor for one surgeon 
alone, and has employed it also in numerous other 
cases. G. R. McAuutrr, M.D. 


Waters, R. M.: Lessons from Anzesthetic Accidents 
and Near Fatalities. Am. J. Surg., 1922, xxxvi, 
Anes. Supp., 57- 


The anesthetist’s best insurance against casualties 
is the proper interpretation of a careful pre-operative 
physical examination and of observations made 
during anesthesia. The essential points of inquiry 
before operation are: the time of the last meal and 
the nature of the food taken; the condition of the 
lungs, heart, nose, mouth, and throat; the patient’s 
mental attitude, the stability of his nervous sys- 
tem, and his general powers of resistance in re- 
lation to the extent of the operation to be per- 
formed. In all doubtful cases the cardiac reserve 
must be determined before and during anesthesia. 
Frank shock on the operating table should not be 
allowed to persist more than one-half hour without 
treatment. Ben Morcan, M.D. 


Smith, G. F. R.: Some Observations on Post- 
Anesthetic Complications. Brit. M. J., 1922, i, 
513- 

In 571 cases operated upon under general anzs- 
thesia there were four deaths due, respectively, to 
shock, bronchopneumonia, acidosis, and acid intoxi- 
cation. In the study of postoperative complications 
special attention was paid to the three most com- 
mon phenomena: chest trouble, flatulence, vomit- 
ing. In 441 gynecological cases, 221 major and 220 
minor vaginal operations, in which anesthesia was 
induced with warm ether with the addition of a 
small quantity of chloroform when necessary, chest 
complications occurred in twenty-two cases (4.5 
per cent) but were serious in only five (1.1 per cent). 
In one of the five cases they caused death. Flatu- 
lence was present in 5.4 per cent and vomiting in 
20.1 per cent. 

In seeking the cause of the chest complications 
which occurred in spite of all precautions, the 
following possible factors were noted: pre-operative 
cough, cyanosis during operation, an excessive 
amount of ether required (one case), light anzs- 
thesia, and traction on the peritoneum. 

The pre-operative administration of calcium 
chloride proved of value in one instance. The 
patient at the first operation developed bronchitis, 
and on her return two months later for a hysterec- 
tomy was given the mixture mentioned; neither cough 
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nor vomiting occurred after the operation. Modifi- 
cation of the pre-operative treatment proved also to 
reduce flatulency. In a series of 266 cases the pre- 
operative treatment consisted of castor oil given 
thirty-six hours before the operation, an enema 
eight hours before, and morphine 4 gr. and atropin 
1/100 gr. one hour before, together with a light 
liquid diet the day before. Flatulence occurred in 
6 per cent of the cases. In the next 175 cases the 
enema was omitted, the dose of morphine reduced, 
and a more generous breakfast of tea and toast 
was followed by 1 oz. of syrup of glucose one hour 
before operation. Flatulence occurred in only 4.5 
per cent. The same modification, however, caused 
an increase from 17.2 to 25.1 per cent in the post- 
operative vomiting. In the entire series, vomiting 
took place in 27.1 per cent of the cases of major 
operations and 12.7 per cent of the cases of minor 
operations. It persisted for several days after 
operation in only 7.2 per cent. In the others the 
discomfort never lasted more than six hours. 

For the remaining 130 cases a comparison is made 
between the “‘open’’ and the “closed”? method of 
anesthetization. With the use of the open mask 
vomiting occurred in 51.2 per cent of the cases. With 
the use of the Ormsby inhaler it occurred in only 32 
per cent, but in 10 per cent continued for more than 
six hours. Although contrary to general experience, 
these figures seem to prove that in the hands of the 
expert the “despised bag” has much to commend 
it. Ben Morcan, M.D. 


Laurenti, T.: Postoperative Acetonuria (Contributo 
clinico all’acetonuria postoperatoria). Policlin., 
Rome, 1922, xxix, sez. chir., 282. 


The author gives a brief historical review of the 
occurrence of acetone in the urine, including post- 
operative acetonuria. On the basis of 103 cases 
collected in 1907 Longo drew the following con- 
clusions: 

1. Postoperative acetonuria is an almost constant 
phenomenon but is temporary. 

2. Causes of acetonuria are narcosis, trauma, 
and fasting. 

3. The postoperative course is not influenced by 
the appearance of acetonuria. 

4. Postoperative acetonuria is a phenomenon 
probably related to functional or anatomical 
changes in the central nervous system. 

Laurenti has studied the condition in 160 cases 
operated on in the surgical clinic of the Royal 
University of Rome. Eighty-five of the patients were 
men and seventy-five were women. The incidence 
of acetonuria with regard to the type of anesthesia 
was as follows: (1) spinal anesthesia, 84 per cent; 
(2) chloroform anesthesia, 81 per cent; (3) local 
anesthesia, 15 per cent; (4) ether anesthesia, 100 
per cent (used in only one case). 

The following summary of the findings is given: 

1. Postoperative acetonuria was an almost con- 
stant phenomenon in spinal and chloroform an- 
zsthesia, but much less frequent in local anesthesia. 
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2. Its duration usually varied from two to five 
days, rarely persisting six days, and in only one case 
continuing for seven days. 

3. The acetonuria did not exert any manifest 
influence upon the course of the postoperative 
convalescence. 

4. The nature of the disease and the character of 
the operation were of no importance in the develop- 
ment of the acetonuria. 

5. While sex appeared to have no influence, 
youth seemed to be of some importance as in young 
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McArthur, G. A. D.: Diffuse Cranial Osteomyelitis 
as a Sequela to Nasal Accessory Sinus Suppura- 
tion. Med. J. Australia, 1922, i, 410. 


Inflammation of the nasal accessory sinuses com- 
plicated by diffuse cranial osteomyelitis is usually 
fatal. The author gives McKenzie’s report of 
forty-four cases. When the complication followed 
operation the mortality was 100 per cent, while in 
other cases it was 66 per cent. 

The occurrence of osteomyelitis after sinus infec- 
tion is still unexplained. When once the infection 
has become well established it is practically limitless. 
Thrombophlebitis of the diploeic veins is suggested 
as a cause of its rapid and wide extension. The 
affection usually takes the form of a purulent rare- 
fying osteitis. The diploé becomes granulation tissue 
covered with pus. The pus burrows its way to the 
outer and inner surfaces of the cranium and becomes 
localized as multiple separate abscesses between the 
bone and dura or between the bone and pericrani- 
um. The pericranium may break down, permit- 
ting the abscesses to filter into the soft tissues of the 
scalp where they produce the characteristic doughy 
or puffy swellings. 

The brain and soft tissues are protected because 
the dura mater withstands infection more effectively 
than the pericranium. 

Extension of the infection is usually upward 
though the vault, and the entire base may become 
involved. 

No metastatic abscesses result except when septic 
thrombosis of the diploic veins affects the superior 
longitudinal, circular, or lateral sinuses. In addition 
to extra-dural abscesses and pachymeningitis the 
local infections frequently cause leptomeningitis, 
cerebral abscesses, intracranial thrombophlebitis, 
and subdural abscesses. 

Leptomeningitis is common in basal infections, 
the portal of entry being the nerve sheaths of the 
labyrinth, orbit, or cribiform plate. 

The acute form develops rapidly with a continu- 
ous fever and its duration is from three to six 
months. Spontaneous osteomyelitis is usually 
associated with it. The chronic form is insidious in 
onset. Abscess formation with fever is followed by 
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patients the condition persisted longer and was 
more severe than in older patients. 

6. Inthe majority of cases acetonuria disappeared 
when the fluid diet was changed to a normal diet. 

7. The increase in temperature which occurred 
in the first twenty-four to forty-eight hours, espe- 
cially in spinal anesthesia, did not manifestly in- 
fluence the phenomenon. 

8. The intensity of the acetonuria was always 
dependent upon the type of anesthesia rather than 
the nature of the operation. W. A. BRENNAN. 


HEAD AND NECK 


periods of quiescence which may last for months 
and then suddenly flares up again. 

Osteomyelitis as a postoperative complication 
develops slowly. The line of incision breaks down 
with slight pus formation. The picture differs from 
that of acute re-infection. Pale and puffy swelling 
develops. The bony structures in the sinuses are a 
dead white, and when they are incised, underlying 
pus is found. In the soft tissues an oedematous 
swelling is found remote from the site of infection. 
The swellings are usually caused by discrete cranial 
abscesses separated by what appears to be healthy 
tissue. 

Radical surgery which removes all the diseased 
bone and a considerable margin of healthy osteoid 
tissue is the only measure which brings about a cure. 
Resection of large areas of the vault will be followed 
by regeneration of healthy bone if all the diseased 
bone is removed. S. J. Harsrecut, M.D. 


Boyd-Snee, H.: Streptococcic Osteomyelitis of the 
Temporal Bone. J. Indiana M. Ass., 1922, xv, 147. 


Upon the basis of 266 cases, in twenty-nine of 
which the condition was bilateral, the author con- 
cludes that streptococcic osteomyelitis of the tem- 
poral bone is a clinical entity and should be diag- 
nosed as such. The etiological factor is a strep- 
tococcus of any type. 

In many of the cases attention was first attracted 
to the diseased region by an acute otitis media or an 
acute exacerbation of a chronic otitis media, which 
supervened in the course of one of the following 
acute infectious diseases: measles, eighty-seven 
cases; acute nasopharyngeal infection, 108 cases; 
acute streptococcic pneumonia, fifteen cases; in- 
fluenza, twenty cases; epidemic parotitis, two cases. 
In 160 cases the same streptococcus which was re- 
covered from the tympanic exudate before operation 
was obtained either in pure culture or mixed with 
other organisms from the infected cancellous bone 
through the operative wound. Hence the author 
considers that recovery of the streptococcus from 
the tympanic exudate in the presence of an acute 
inflammatory reaction in the middle ear is pathog- 
nomonic of acute osteomyelitis beyond the boun- 
daries of the middle-ear tract, i.e., in the medullary 
and pneumatic spaces in the petrous and squamous 
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portions as well as the mastoid process of the 
temporal bone. The discovery of the streptococcus 
also excludes the diagnosis of uncomplicated acute 
otitis media and acute mastoiditis. Acute strepto- 
coccus osteomyelitis of the temporal bone is a 
regional infection and carries a guarded prognosis. 

Invasion occurred by contiguity or by the blood 
stream. The condition was characterized early by 
inflammation of the vascular structures of the bone. 
The medullary spaces and the lining of the pneu- 
matic'cells were involved. The granulations were 
bathed in sero-muco-sanguinous exudate. The peri- 
osteum was seldom affected in the initial reaction. 
The dura became primarily involved in two cases. 

The condition developed into an osteitis and the 
periosteum and meninges became involved second- 
arily. Thirty cases had direct intracranial extension 
as follows: perisinusitis, seventeen; sigmoid sinus 
thrombophlebitis, five; upper petrosal sinus throm- 
bophlebitis, one; temporo-sphenoidal abscess, five; 
cerebellar abscess, one; extradural abscess in the 
middle fossa, four; and streptococcic leptomeningi- 
tis, twenty-one. Extracranial extension produced 
a parietal abscess in one case, a subtemporal abscess 
in two cases, a cervical abscess in three cases, facial 
paralysis in four cases, and erysipelas in fourteen 
cases. Secondary complications which developed 
in other parts of the body by way of the blood 
stream included metastatic abscesses, arthritis, 
optic neuritis, nephritis, pleuritis, endocarditis, 
myocarditis, cellulitis, and general diffuse erythema- 
tous dermatitis. 

The usual symptoms of acute suppurative mastoid- 
itis are not a guide in the diagnosis. Roentgenograms 
were of value only after the occurrence of suppura- 
tion and bone destruction. 

In the cases reviewed there were twenty-four 
deaths. Twenty-two autopsies were performed. 
The causes of death were pneumonia, metastatic 
abscesses, leptomeningitis, cerebral abscess, cere- 
bellar abscess, and sinus thrombosis. 

The author’s method of obtaining cultures from 
the middle ear was as follows: 

The canal was cleansed of blood and exudate 
with salt solution, alcohol, and dry sterile cotton. 
A sterile Siegel otoscope was then introduced which 
produced a negative pressure sufficient to draw a 
bead of exudate through the hole in the tympanic 
membrane. After removal of the otoscope the ex- 
udate was caught on a sterile cotton swab with the 
aid of a sterile speculum. 

In the author’s opinion an acute streptococcic 
osteomyelitis followed an acute streptococcic naso- 
pharyngeal infection in 40 per cent of the cases in 
military practice and 61 per cent of those in civil 
practice. Wa ter C. Burket, M.D. 


Vlasto, M., and Owen, S. A.: A Case of Latent 
Intracranial Abscess Associated with Double 
Acute Mastoiditis. Lancet, 1922, ccii, 992. 


The authors present the case of a boy, 8 years of 
age, who at first developed all the symptoms of a 








severe acute infection. Later the picture was ob- 
scured, a double mastoiditis becoming complicated 
by what appeared to be meningitis. Operation for 
the relief of the mastoid symptoms was apparently 
beneficial but the symptoms of meningitis per- 
sisted. Repeated spinal punctures withdrew only 
clear fluid which, on culture, was found to be sterile. 
Twelve days later incision of an abscess on the dor- 
sum of the hand revealed the presence of staphylo- 
cocci and Gram-positive diplococci. Four days later 
an abscess on the buttock was opened and the pus 
on culture showed the same organisms. Drainage 
of these abscesses was followed by the subsidence 
of the symptoms. 

Twenty-five days after the mastoid operations 
the temperature and respiratory rate were normal 
but the pulse rate was 100-112. A week later there 
was diffuse frontal headache associated with vomit- 
ing not of the cerebral type. The temperature 
became subnormal and the pulse rate slow. There 
was a very marked absorption of all adipose tis- 
sue with wasting and hypotonicity of the limbs. 
Choked discs were then discovered for the first 
time. An exploratory operation through the mas- 
toid incisions failed to disclose an abscess of the 
middle fossz or in the brain tissue of the sphenoidal 
lobes. Cultures of the subarachnoid fluid yielded 
Gram-positive diplococci. Headache still persisted 
but was mild. Vomiting ceased and the eye symp- 
toms disappeared. 

About three weeks after the second operation 
there was headache localized in the right frontal 
region and associated with increased papilloedema 
and vomiting. The new symptoms pointed to intra- 
cranial pressure obscured by clonic movements of 
the left upper extremity. All reflexes were present. 
An operation to explore the cerebellar fossz failed to 
reveal abscesses or other causative factors for the 
symptoms and the patient died forty-eight hours later. 

The autopsy showed the meninges of the brain 
adherent to the decompression wounds. The 
meninges formed an abscess wall anterior to the 
right decompression wound. A pus pocket confined 
between the dura and the pia arachnoid covered the 
lateral aspect of the brain and bordered on the 
superior longitudinal sinus. Evacuation of the 
abscess yielded pus which on culture showed Gram- 
positive diplococci and staphylococci. The meninges 
were adherent over the right superior temporal 
gyrus and two-thirds of the precentral and post- 
central gyri. The convolutions of the brain were 
normal under the adherent meninges but in other 
areas were flattened or presented the appearance 
of tissue removal. S. J. Harprecut, M.D. 


Kopetzky, S. J., and Schwartz, A. A.: A Case of 
‘Intradural Cerebellar Abscess Complicated by 
Acute Labyrinthitis: A Case of Labyrinthitis 
Complicating Chronic Mastoiditis. Laryngo- 
Scope, 1922, XXXii, 374. 


The case of intradural cerebellar abscess com- 
plicated by acute labyrinthitis was that of a 25- 
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year-old man who, while a soldier in France five 
years previously, suffered an attack of frontal 
headache, high fever, and pain in the right ear 
followed by spontaneous rupture of the tympanic 
membrane. A profuse, purulent, middle-ear dis- 
charge persisted for twenty-five days. A swelling 
behind the ear, which then appeared, was operated 
upon in a German prison hospital. After three 
months the discharge ceased and the mastoid wound 
was healed. The patient then remained well until 
the present illness, which began with vertigo and a 
foul discharge from the ear. 

Examination revealed a large marginal defect of 
the right ear drum, marked impairment of hearing 
in the right ear, and a normal and active labyrinth. 
When the patient was rotated to the right with 
his head erect, his left hand did not pastpoint 
properly, and when he was rotated to the left with 
his head erect the right hand did not pastpoint 
correctly. When the right ear was irrigated with 
cold water with the head first erect and then back 
go degrees, neither hand pastpointed, and when the 
left ear was similarly irrigated the right hand did 
not pastpoint. Cerebellar involvement was sus- 
pected. 

Within a week attacks of dizziness and severe pain 
in the mastoid region developed. From the upper 
angle of an exploratory incision made at the site 
of the mastoid scar, a small quantity of clear fluid, 
apparently cerebrospinal fluid, escaped. At this 
point the dura was adherent to the skin over an area 
1 in. in diameter which appeared to be the site of an 
old abscess cavity. The dura covering the cere- 
bellum projected into the wound, and when an in- 
cision was made, pus escaped from an intradural 
abscess. A small sinus extended from the mastoid 
into the middle ear, which was filled with a choles- 
teatoma. 

A radical mastoid operation was done and the 
wound left open. On the first day after the opera- 
tion the patient suffered from nausea, vomiting, 
dizziness, and severe headache, and his temperature 
was 101.8 degrees F. On the second day there was 
vomiting with spontaneous horizontal nystagmus, 
and vertigo (the room seemed to turn to the left). 
The patient was fairly comfortable and free from 
symptoms while lying on his left side. The spinal 
fluid showed albumin, globulin, 5 per cent poly- 
morphonuclear cells, 95 per cent mononuclears, 
and no bacteria; it reduced Fehling’s solution. On 
the third day the patient was comfortable and 
showed no cerebral or cerebellar involvement. 
After the first week the temperature remained 
normal. On the nineteenth day a nystagmus and 
right facial paralysis developed but had disappeared 
by the end of two weeks. For one month the pa- 
tient was compelled to lie on his left side to avoid 
extreme vertigo. 

About two months later he developed severe 
headache and veered to the left in walking. The 
mastoid wound was healed. There wasa slight puru- 
lent middle-ear discharge and a slight spontaneous 
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rotary nystagmus. The right labyrinth was com- 
pletely destroyed and gave no response upon caloric 
stimulation. Rotation tests showed a marked 
diminution of vertigo and nystagmus. Except for 
effects from the right ear, pastpointing was the same 
as before the operation. Apparently the intradural 
abscess was refilling. Two days later the entire 
mastoid wound broke down and there was a profuse 
discharge from the wound and the middle ear. The 
symptoms then disappeared and the wound healed 
in two weeks. 

The case of labyrinthitis complicating chronic 
mastoiditis was that of a man, also 25 years old, 
who, at the age of 9 years, had a purulent discharge 
from the right ear. Up to the age of 20 a foul odor 
from the right ear could be detected, but there was 
no visible discharge. The condition had not been 
treated. Five years ago a very profuse discharge 
suddenly appeared. For fifteen minutes the pa- 
tient had numbness of the right side of the face 
and the right hand and was unable to touch objects 
with his hands correctly. During the following 
year polyps were removed from the right ear 
fourteen times, but hearing became progressively 
worse. The foul, purulent discharge persisted, and 
very severe attacks of vertigo in which the room 
seemed to turn to the right occurred three or four 
times a week. Lying on the right side occasionally 
gave relief. There was severe headache which was 
more marked on the right side. The patient veered 
to the right in walking. 

Three weeks ago a discharge from the left ear, 
unassociated with pain, previous illness, odor, or 
loss of hearing, was noticed. On examination, the 
right ear showed a large marginal perforation; the 
entire drum and the greater part of Shrapnell’s 
membrane had been destroyed, the ossicles were 
gone, and granulations filled the middle ear. With 
a noise instrument in the left ear, the patient did 
not hear with the right ear. The left ear showed a 
smail central perforation, a thin purulent discharge, 
and good hearing. There was decided spontaneous 
left horizontal nystagmus, which was especially 
marked when the patient looked toward the left, 
spontaneous pastpointing to the right with the right 
hand, and pastpointing off with the left hand. 

The patient veered to the left in walking, had an 
unsteady gait, marked swaying to the right, and 
slight ataxia of both hands. The right arm and grip 
were weaker than the left and the left leg less steady 
than the right leg. A tentative diagnosis of cere- 
bellar abscess was made and operation was advised, 
but was refused. The author reports the case be- 
cause of the evidence of the destruction of the 
labyrinth as shown by the fact that the function of 
the cochlea was completely destroyed and the 
labyrinthine tests demonstrated complete absence 
of response from the right side (the turning tests 
showed marked diminution of vertigo with less 
than half the normal nystagmus and the caloric 
tests elicited no responses from the right ear). 

WaLtTeErR C. Burkert, M.D. 























Dew, H. R.: Tumors of the Brain; Their Pathology 
and Treatment: An Analysis of Eighty-Five 
Cases. Med. J. Australia. 1922, i, 515. 


The author has analyzed the cases of brain 
tumor in adults which were treated during the 
last ten years at the Melbourne Hospital, Australia. 
Most of the patients were males. The growths were 
situated more frequently on the left side than on 
the right side. Frontal and cerebellar growths 
were equal in number and constituted 50 per cent 
of all tumors. The majority of non-verified tumors 
were frontal and deep-seated supratentorial growths. 
Cerebellar growths were recognized most frequently. 
Taking operative procedures as indicative of ac- 
curacy of diagnosis, the side involved was determined 
correctly in thirty-four of thirty-six cases of verified 
tumors. Tumors just above or below the tentorium 
caused diagnostic errors. Generally the diagnosis 
of tumor was not made until gross pressure symp- 
toms and signs had developed. 

Because of the great variation in the mentality 
and temperament of the patients, the date of the 
first symptom was only approximate. The patients 
paid little attention to early symptoms, and loss of 
judgment, variations of temper, irritability, forget- 
fulness, or loss of abstract conception were usually 
unnoticed until severe headache or vomiting oc- 
curred. | Headache was present in every case and 
was the first symptom in fifty. Three patients with 
frontal tumors had occipital headaches. Thirty 
per cent of the cerebellar growths were associated 
with frontal headache. Mental changes were noted 
in fifteen cases, in ten of which there was a tumor of 
the frontal lobe on the left side. Five patients had 
aphasia. In nine cases the first symptoms were 
mental. Only one subtentorial tumor was associated 
with well-developed mental symptoms. 

Convulsions occurred in twelve cases and were 
the initial symptom in eight. Questionable cere- 
bellar ataxia was noted in three cases of frontal 
tumor. Ocular muscle paralysis due to involvement 
of the sixth cranial nerve occurred in eighteen 
cases, and paralysis due to involvement of the 
third nerve in three. There was no constant rela- 
tionship between the side of the paralyzed nerve and 
the site of the tumor. Optic neuritis was noted in 
forty-six cases and was mentioned as absent twice. 
Vision failed in nine cases. The reflexes were re- 
markably variable and often misleading. Absence 
of the abdominal reflexes, when noted, gave the 
most reliable and constant indication. Nystagmus 
was present in sixteen cases and absent in three 
cases of cerebellar tumor. Frontal tumors appeared 
at all ages, most frequently in middle life, while 
cerebellar growths developed earlier. The greatest 
incidence of all tumors was between the ages of 
30 and 50 years. 

Fifty-five per cent of all the tumors were gliomata. 
Some cerebellar cyst walls contained gliomatous 
tissue. There were six endotheliomata—five dural 
and one hemangio-endothelioma—and all except one 
were supratentorial. A tuberculoma was found in a 
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patient with generalized tuberculosis. In Australia 
tuberculomata are comparatively rare in adults 
and found only occasionally in children. No cere- 
bellopontine-angle tumor was seen at autopsy. 
There was one extra-cerebellar tumor, a dural 
endothelioma, on the under surface of the ten- 
torium, which caused both cerebellar and frontal 
signs. Multiple hydatid cysts were found in two 
young patients. Gummata were noted four times, 
and because of their resistance to mercury and iodide 
treatment and their non-recurrent nature, the author 
advised surgical removal. There were neoplasms 
secondary to cancer of the breast and lungs and 
melanoma of the skin. The ventricles were dilated in 
six instances. 

The ideal site for craniotomy was believed to be 
over the tumor. When it was impossible to locate 
the tumor, a palliative subtemporal decompression 
was done. Bitemporal decompression was advanta- 
geous. Dural endotheliomata were most favorable 
for excision. Cerebellar cysts were evacuated. 

Six patients died within twelve hours of the opera- 
tion. Four died from meningitis—two of these 
following a two-stage operation. The site of the 
tumor was not verified in eight cases operated upon. 
These patients developed cerebral hernia and seven 
of them died. Three patients died suddenly of 
respiratory failure. All of the others showed bilat- 
eral spasticity. In many cases the lesion was far 
advanced and operation was performed as a last 
resort. In fourteen cases in which operation was 
done for the removal of a supratentorial growth 
no relief resulted in five and death occurred within 
six months, while in nine cases relief was given from 
continual headache and there was improvement in 
sight and the mental state, but the average time of 
survival of nine months was not increased. Twelve 
subtentorial operations gave good temporary results, 

The author concludes that operative interference 
was delayed too long because of delayed diagnosis, 
and urges early exploratory surgical treatment 
whenever there are signs of increased intracranial 
pressure. If the patient’s condition remains good 
and the blood pressure high, excision of the growth 
should be completed in one stage. The author 
considers that by the time gliomata are diagnosed 
they are surgically irremovable. He advises excision 
of the cerebellar cyst wall. Hydatid cysts, if acces- 
sible, are amenable to surgery. 

With the fuller adoption of the new aids to diagno. 
sis, few subtentorial tumors will remain undetected 
and localization will become more accurate. 

Water C. Burket, M.D. 


Dandy, W. E.: The Treatment of Non-Encapsulated 
Brain Tumors by Extensive Resection of 
Contiguous Brain Tissue. Bull. Johns Hopkins 
Hosp., 1922, xxxiii, 188. 

In the treatment of gliomata Dandy resects the 
tumor en masse with a surrounding zone of normal 
brain tissue. The entire right or left frontal lobe 
has been removed without any observable mental 
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or other after-effect. Excision of the whole right 
temporal or right occipital lobe has been followed 
by only a contra-lateral homonymous hemianopsia. 
In two instances the right temporal and the occipital 
lobe were resected. Practically complete resection 
of one or two lobes of the cerebral hemispheres has 
been done ten times. Partial resection of a lobe 
with the tumor is frequently all that is necessary. 
The exact amount of brain tissue which must be 
removed depends upon the position, size, and 
character of the tumor. There is very little operative 
risk to partial or even complete resection of lobes. 
The two largest resections were done when the 
patients were unconscious; complete recovery fol- 
lowed. 

Two boys, 1o years old, are well and working 
four years after the removal of a tumor with all of 
the vermis and about half of each lobe of the 
cerebellum. Resections of the cerebellum are more 
serious than those of the cerebrum, but in adults the 
mortality has been very low. Dandy is not pre- 
pared to state what parts and how much of the 
cerebellar lobes can be removed without causing 
symptoms. 

Only time can tell whether gliomata of the cere- 
brum and cerebellum can be permanently cured by 
this method. Several patients are living three and 
four years after the operation without signs of 
recurrence. 

In several cases the face center and occasionally 
the arm center of the pre-Rolandic area has been 
removed. In three cases Brocha’s area has been 
‘excised apparently completely and to a depth of 2 
or 3 cm. Complete motor aphasia resulted, but the 
power of speech began to return in a week and be- 
came normal. In two cases the right occipital lobe 
was resected but not far enough to cause visual 
aphasia. It has never seemed justifiable to resect 
the left occipital lobe to cure a patient of tumor. In 
several cases the various brain ventricles have been 
resected. If the dura and scalp are closed very 
carefully, the open ventricle will do no harm. 

When tumors in the cerebral hemispheres are 
localized before paralysis develops, they can be 
removed without causing paralysis. If paralysis is 
present at the time of operation, it will usually be- 
come less after the tumor has been removed. 

WALTER C. Burkert, M.D. 


Cushing, H.: A Large Epidermal Cholesteatoma 
of the Parietotemporal Region Deforming the 
Left Hemisphere Without Cerebral Symp- 
toms. Surg., Gynec. & Obst., 1922, xxxiv, 557. 


Cholesteatomata arise from embryonic epithelial 
implantations. They are located in the leptomening- 
es, more commonly in the cerebellum overlying the 
fourth ventricle, and in the infundibular region, 
but may arise in the cerebellopontile recess or 
sylvian cleft. If they contain hair, they have the 
characteristics of the pearly tumor of Cruveilhier. 

The epidermal cholesteatomata of the mastoid 
region are probably similar to those found elsewhere 
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in the skull. As these tumors originate between the 
two tables of bone, the bone becomes thinned by 
their growth, and as the inner table becomes ab- 
sorbed the tumor sometimes attains great di- 
mensions, deforming the brain. 

Because of the associated bone defect these tu- 
mors can be recognized by the roentgen ray, and 
may be removed if access is gained outside of the 
thinned bone area. The growth should be re- 
moved completely with its capsule and without 
opening it. 

The author describes the cases found in the litera - 
ture. His own case was that of an active and intel- 
ligent army officer who had slight dragging of the 
left foot which he attributed to a fall from a horse. 
In September, 1916, four months after this accident, 
a small, slightly tender depression was noticed in 
the left temporo-parietal region. Subsequently this 
attained the size of the finger tip. In September, 
1920, he noted slight pain in the back of his neck, 
and later soreness in the cranial defect. The two 
diagnostic points of importance were: (1) the bony 
defects present for two years and revealed by the 
X-ray; and (2) the slight neuromuscular disturb- 
ance on the same side of the body. 

Operation was performed December 14, 1920. 
A large bone flap was turned down, the tumor, the 
size of an adult fist, was removed, and the wound 
closed without drainage. Complete recovery re- 
sulted. Marcus Hopart, M.D. 


Protopopoff, C. L.: The Importance of Brain 
Surgery in Diffuse Hyperkinesia (Die Bedeutung 
der Hirnchirurgie bei diffuser Hyperkinese). Sit- 
zungsb. d. Ssaratowschen chir. Ges., 1921. 


Of the Russian investigators on hyperkinesia 
Darkschewitsch and Rasumowsky occupied them- 
selves chiefly with surgical interference in epilepsy. 
The literature on the subject of surgical interference 
in diffuse hyperkinesia is very limited. In this 
article the application of the Horsley operation to 
three forms of diffuse hyperkinesia—Koshewnikow’s 
epilepsy with bilateral convulsions (epilepsia par- 
tialis continua), bilateral idiopathic athetosis 
(double athetosis), and Parkinson’s disease (paraly- 
sis agitans)—is reported. There is no record in the 
literature of a case of double athetosis or Parkin- 
son’s disease treated by unilateral excision of the 
centers affected by the hyperkinesia. In the selec- 
tion of the hemisphere for the surgical interference 
the difference in the temperature of the two sides 
of the body was taken into consideration in addition 
to the other cortical symptoms; the higher tem- 
perature was found on the side of the greater dis- 
turbance. The increase of temperature corresponded 
to the increase of hyperkinesia. 

The results of surgical interference in diffuse hy- 
perkinesia may be summarized as follows: 

1. The hyperkinesia disappeared or decreased 
to the minimum on the side of the excision and 
diminished on the opposite side (in all the three 
described forms). 




















2. Concomitant motions disappeared (double 
athetosis). 

3. The symptoms of rigidity and forced motion 
were diminished (Parkinson’s disease). 

4. The epileptic attacks became less frequent 
and the localization of the incitation of the attack 
varied (Koshewnikow’s epilepsy). 

5. The patients were enabled to use the extrem- 
ities whose centers had been excised (Koshewni- 
kow’s epilepsy). 

The surgical treatment made possible: (1) the 
testing of the physiological results with regard, for 
example, to the incomplete crossing of the cortico- 
muscular tracts; (2) interesting pathologico-physi- 
ological observations on the change in the physio- 
logical reaction of the cerebral cortex to stimulation 
by the faradic current; (3) pathologico-anatomical 
investigation of this and other forms of hyper- 
kinesia and microscopic study of the excised cerebral 
cortex which indicated the encephalitic nature of 
the case of Koshewnikow’s epilepsy; and (4) a 
study of the effect of the diseases of the cerebral 
cortex upon the temperature of the body. 

HEssE (Z). 


Ott, W. O.: Cranial Nerve Palsies Produced by 
Tumors in the Region of the Jugular Foram en. 
Surg., Gynec. & Obst., 1922, xxxiv, 597. 


The author reports three cases of unilateral 
paralysis of the larynx with involvement of the 
last four cranial nerves of the same side due to extra- 
cranial tumors in the retromandibular fossa and 
jugular foramen, two of which had their origin in 
the deep portion of the parotid gland. A tumor was 
removed by operation in one case only. 

Unilateral associated laryngeal paralysis was first 
described by Jackson in 1864 and since then the 
condition associated with paralysis of the soft palate 
and tongue on the same side has been known as 
‘“Jackson’s syndrome.” In 1891 Avellis described 
a group of cases presenting the syndrome of palato- 
laryngeal hemiplegia. In 1897 Schmidt described 
still another combination of paralysis associated 
with laryngeal hemiplegia. Vernet recently called 
attention to a combination of unilateral paralysis 
of the three nerves passing through the posterior 
lacerated foramen. Collet reported unilateral extra- 
cranial paralysis of the last four cranial nerves due 
to trauma. Numerous combinations of unilateral 
paralysis of the larynx associated with paralysis of 
one or more of the last four cranial nerves have been 
reported. 

The diagnosis is difficult and at times it is im- 
possible to differentiate extra-cranial lesions of the 
last four cranial nerves from bulbar or intra-cranial 
lesions, but usually in cases of intra-cranial lesions 
other symptoms referable to involvement of the 
cerebrospinal nervous system, such as hemi-anas- 
thesia, hemiparesis, and hemi-ataxia are present. 
Extra-cranial lesions in the region of the jugular fora- 
men are accessible and may be removed. 

K. L. Vene, M.D. 
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Ney, K. W.: Facial Paralysis and the Surgical 
Repair of the Facial Nerve. Laryngoscope, 1922, 
XXX, 327. 

Tumors involving the facial nerve are usually 
located at some point in its course through the facial 
canal. Surgical lesions of the seventh nerve within 
the cranial cavity are principally pontile angle 
tumors. Lesions of the facial nerve within the 
temporal bone may be due to trauma or otitic 
disease, but often are of unknown origin. Injury of 
the nerve during the radical mastoid operation 
seldom occurs when the surgeon is experienced, but 
may result when the posterior part of the tympanic 
cavity is curetted. 

The nerve is involved in only a small percentage of 
middle-ear infections. Facial paralysis is fairly com- 
mon in tuberculous lesions of the ear. 

While an intact nerve trunk is resistant to sur- 
rounding suppurative processes, it is very sus- 
ceptible to compression, and the unyielding character 
of its bony encasement in the facial canal makes it 
liable to compression by inflammation and conges- 
tive processes. Depending on the degree of compres- 
sion there will be varying grades of paralysis. 

Lesions of the facial nerve distal to the stylomas- 
toid foramen may be due to trauma, infection, or 
malignant disease of the parotid gland. Injuries 
of the terminal branches of the nerve are very 
difficult to repair and usually require muscle and 
fascia transplantation. Most of the lesions are due 
to compression and even when the nerve is divided 
the ends are held in fairly close approximation so 
that the regeneration of fibers into the distal seg- 
ment is favored. The determination of regeneration 
will depend on the time and the type of the reaction 
to electrical stimulation. 

An early sign of regeneration is a return of muscle 
tone but this should not be confused with a de- 
generative fibrous transformation which the muscles 
may undergo preceding contracture. In the latter 
instance there is an absence of electrical and 
mechanical irritability. The persistence of faradic 
irritability is a favorable prognostic sign; recovery 
may be expected within two or three months. 
When paralysis continues for three months, the 
prognosis is less favorable. When the nerve has been 
completely severed within the facial canal the 
regenerating axones should reach the facial muscles 
about the fifth month. Muscle tone will then be 
regained, and during the sixth month there should 
be evidence of returning voluntary power. When the 
paralysis shows no improvement after six months 
the prognosis is poor, and if it continues for nine 
months the possibility of regeneration is very slight. 
After one year it is practically hopeless. 

The operation of nerve anastomosis using the 
spinal accessory or hypoglossal nerves can be 
done but is not satisfactory. Experiments have 
shown that motor fibers of a divided nerve will 
regenerate down the trunk of another nerve, but 
fail to assume the functional specialization of the 
different areas in the motor cortex. When the 
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spinal accessory nerve is used, the tone and motion 
of the facial muscles are restored but voluntary 
movements are possible only when attempts are 
made to elevate the shoulder. 

The use of the hypoglossal nerve is open to 
similar objections. The most that can be said as to 
the final results of nerve anastomosis is that the 
muscle tone is restored. With this restoration, how- 
ever, emotionally irrelevant and often embarrassing 
uncoordinated facial movements develop in the 
formerly expressionless facial muscles. 

The only hope of restoring bilaterally coordinated 
emotional expression after paralysis of the facial 
nerve lies in the restoration of the functional in- 
tegrity of that nerve. The anatomical displacement 
of nerve fibers by accident or design does not change 
their functional characteristics. Although repair 
of the facial nerve within the facial canal has not 
been generally advocated, the author has worked 
out on the cadaver an operative technique which 
makes it possible, without injury to the vestibular 
or auditory end organs, to expose and attack the 
facial nerve in the tympanic portion of its course 
where it passes between the fenestra ovalis and the 
lateral semicircular canal. He believes that in 
most cases of Bell’s palsy the lesion is located within 
the vertical segment of the canal which can be 
exposed without endangering the contents of the 
middle ear. 

The facial canal may be divided into four seg- 
ments: the vertical, or mastoid segment; the bend 
or pyramidal segment; the tympanic segment; and 
the labyrinthine segment. The vertical or mastoid 
segment extends from the bend of the canal almost 
vertically downward to the stylomastoid foramen. 
Intervening between this portion of the canal and 
the mastoid cells may be 1 to 2 mm. of solid bone or 
a thin shell of bone. In other cases the cells may 
open directly into the canal. 

The bend or pyramidal segment is that portion 
of the canal where its direction is changing from 
the vertical to the horizontal. The tympanic 
segment extends between the pyramidal segment 
and the genu; its average length is about 8 mm. 
Midway in its course it comes into close relation- 
ship with the fenestra ovalis and the stapes. The 
labyrinthine segment extends between the genu and 
lamina cribrosa. The average length of the facial 
canal in the adult is about 25 mm. and its diameter 
from 1 to 244 mm. ' 

For the direct repair of the facial nerve a combina- 
tion of general and local anesthesia is used. The 
incision is an extension of that employed in the 
radical mastoid operation. The tissues are thor- 
oughly infiltrated with 1 per cent novocaine, es- 
pecially in the region of the stylomastoid foramen 
and the walls surrounding the meatus. 

In the first stage of the operation the mastoid 
process is thoroughly exposed. The cartilaginous 
portion of the external auditory meatus is freed 
from its bony wall and the latter exposed in its 
superior, posterior, and inferior aspects. 
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In the second stage the lower and posterior por- 
tion of the tympanic plate, the mastoid cortex, 
mastoid cells, and entire mastoid tip are removed in 
the order named. The posterior meatal wall is then 
broken down with care not to penetrate the facial 
canal. The prominence of the facial canal can then 
be located immediately below and anterior to the 
prominence produced by the external semicircular 
canal. 

In the third stage of the operation the nerve is 
thoroughly exposed by the removal of the canal 
wall which is continued through the tympanic 
portion. Gross lesions of the nerve will then be 
apparent. Compressive lesions are evident only 
when the nerve sheath is opened. With the aid of a 
cataract knife the nerve can be completely dissected 
from its bony canal. If the nerve is found to be 
divided, the ends can be sectioned and sutured. 
Care should be taken to prevent rotation of the 
nerve trunk. If the lesion is due to compression it 
can be relieved by opening the nerve sheath. If 
the nerve is divided and the defect is too large for 
suture, it is possible: (1) to unite the nerve ends 
after shortening the course of the nerve by removing 
some of the contiguous bony substance, or (2) to 
resort to grafting, using the sensory portion of the 
radial nerve. 

After the correction of the lesion in the facial 
nerve compression can be prevented by turning 
down a flap of temporal fascia under the nerve and 
suturing over it a flap of the temporal muscle. 

The wound is closed around several small rubber 
tissue drains and the meatus lightly packed with 
iodoform gauze. 

Daily massage of the face is begun two weeks 
after the wound has healed. It is advisable to use an 
adhesive support to prevent overstretching of the 
facial muscles. V. G. Burpen, M_D. 


Pancoast, H. K.: The Modern Treatment of 
Cancer of the Lip. Surg., Gynec. & Obst., 1922, 
XXXiv, 589. 

For many years the radiologist was obliged to 
treat cases of cancer in the advanced stages as they 
were turned over to him by surgeons and other 
physicians. Thus he was forced into a new field 
of research and, as a result, this branch of medicine 
has advanced more rapidly during the past twenty 
years than any other. In the advanced and neg- 
lected cases of cancer neither surgery nor radiation 
is of any avail, but in the early cases a cure is pos- 
sible. Even today the worst feature in the prognosis 
of cancer is the failure on the part of the laity and 
the profession to recognize the early lesions. 

Radiation is used as a pre-operative or a post- 
operative measure, but it can not do well in a case 
in which surgery has failed. 

The methods of dealing with cancer are preventive, 
surgical, and non-surgical. Preventive measures 
are widely applicable about the mouth. In such 
cases they include proper care of the teeth, restric- 
tion of the use of tobacco to prevent leucoplakia, 


























the treatment of syphilis, if this is a factor, and the 
treatment of leucoplakia, cracks, and fissures. 

This article discusses surgical measures only 
from the standpoint of their use in conjunction with 
non-surgica] measures. The non-surgical agents em- 
ployed today are radium, the X-ray, electrothermic 
coagulation and the actual cautery, and are usually 
employed in combination. The parts to be consid- 
ered are the lower lip and corners of the mouth, the 
tongue, primary lesions in the floor of the mouth, 
the tonsil, the mucous membrane lining the cheeks, 
the alveolar processes, the palate, and the pillars. 

The radiologist treats cases in general as if they 
were severe because too often he has seen the results 
of incomplete treatment. Theoretically, cancer of 
the lower lip should be amenable to surgical treat- 
ment, and the poor results are due to the fact that 
the lesions are not recognized and treated early 
enough. On the basis of the treatment and prognosis 
the cases may be divided into three groups: pri- 
mary lesions without evidence of metastasis; cases 
presenting small nodes in the submental or sub- 
maxillary triangle; and cases of advanced primary 
lesions and large nodes in these areas or other gland 
groups. The metastasis proceeds directly from the 
lower lip to the submental glands, thence directly 
to the submaxillary group, and may pass from one 
side to the other and from there to other more 
remote glands. 

According to statistics, no recurrence develops in 
go per cent of the cases without palpable glands in 
the neck. In the other cases recurrences may develop 
at the site of the primary lesion, indicating incom- 
plete removal, or at a gland site, indicating that 
metastasis had occurred at the time of operation 
even though no palpable glands were present. 
A preliminary application of radium should be 
given to destroy the cancer cells not reached by the 
knife. The author does not advocate the use of 
non-surgical measures alone. 

If a case is referred by a surgeon, an intensive 
course of pre-operative treatment is given. The 
primary lesion and region of metastasis is treated 
by cross-firing with radium. The X-ray is then used 
on each side of the neck and radium is applied also 
over the mandible. This treatment causes a severe 
but not dangerous reaction. The author advocates 
waiting until the reaction has subsided before pro- 
ceeding with the operative removal. If the case is 
not referred by a surgeon, Pancoast proceeds at 
once with electrothermic coagulation of the primary 
lesion followed by radiation. The cancer usually 
sloughs, and healing is complete in two weeks or a 
month. Asa rule a plastic operation is unnecessary. 
Radiation is repeated once or twice at subsequent 
periods. 

In dealing with the second group of cases, post- 
operative radiation is not given unless pre-operative 
radiation was employed. The pre-operative radia- 
tion is given as in Group 1 with destruction of 
the primary lesion by the electrocautery. If the 
metastatic glands do not subside, either radium 
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treatment or block dissection is necessary. If the 
case is referred by a surgeon, block dissection is 
done after the primary reaction has subsided, and 
postoperative radiation is given. 

Implantation of emanation tubes at time of 
operation in any unremovable cancerous areas 
is advised, but necessitates extreme care in post- 
operative radiation. The radiation does not make 
surgery more difficult if the operation is delayed 
until the reaction has subsided. 

The author believes that if the proper technique 
is employed, cancer of the lip can be handled 
satisfactorily. 

In the third group of cases, those with extensive 
metastases, neither surgery nor radiation can effect 
a cure. Marcus Hosart, M.D. 


Ivy, R. H.: Practical Method of Fixation in Frac- 
tures of the Mandible. Surg., Gynec. & Obst., 
1922, Xxxiv, 670. 


Accurate coaptation of the fragments in fracture 
of the mandible is of prime importance since mal- 
occlusion of the teeth seriously interferes with 
mastication. Hence bandaging with a Barton or 
other head bandage is as apt to give good functional 
results as the bandaging of a fractured long bone. 
In the majority of cases the fracture is complicated 
by infection entering through the broken mucous 
membrane of the mouth which excludes the use of 
wire or a metal plate. The inter-dental splint, while 
efficient, has the minor disadvantage that it ob- 
scures the occlusion picture of the teeth, and the 
great drawback that it requires considerable time 
to make it. 

The method used by the author, which was de- 
vised by Oliver and developed by Eby, is simple and 
can be easily acquired by any surgeon. For routine 
work, 22- or 23-gauge copper wire and the large size 
(24- to 26-gauge) Angle’s brass ligature wire are 
employed. The instruments needed are a pair of 
hemostatic forceps, a pair of short-nosed scissors, 
and a tenaculum or a Backhaus towel clamp. In 
preparing the wire to be attached to the teeth a 
6-in. length is folded around the tenaculum or 
towel clamp and a loop is twisted in the form of an 
eyelet. Where there is sufficient space between the 
teeth, the copper wire is used as it makes a firmer 
attachment. When the teeth are set close together 
the brass wire is employed. 

After the teeth to be wired are selected, both 
ends of the eyelet wire are inserted from the buccal 
surface through the interproximal space of the two 
lower premolars, for example, and one end is drawn 
through around the anterior tooth to the buccal 
aspect. This process is repeated on the correspond- 
ing upper teeth. The ends of the wire around the 
lower teeth are then twisted together with the 
eyelet projecting below the twist. In this way the 
upper and lower eyelets are prevented by the 
horizontal strands from coming too close to each 
other when subjected to the strain of the connecting 
wire to be described. The ends of the wire are then 
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cut off short and bent in to keep them from irritating 
the lips. 

The teeth selected on the opposite side of the 
mouth are treated in the same manner and, if 
desired, a third set of teeth in the incisor region. 
The upper and lower eyelets are then connected by 
passing through them a connecting or tie wire of 
brass, the teeth are brought into occlusion, and 
the ends of each connecting or tie wire are twisted 
together, cut off short, and turned in. 

In some cases of displacement the desired move- 
ment of a fragment to restore proper occlusion can 
_be obtained by placing the upper eyelet in a posi- 
tion to the right or left of the lower eyelet in- 
stead of directly opposite. Complete reduction 
may not immediately follow the placing of the 
wires, but will generally occur when the slack of 
the connecting wires is taken up after twenty-four 
hours. 

Occasionally a fracture of the body of the bone 
will be encountered in which molar teeth have been 
lost, a long posterior fragment being left without 
teeth. In a case of this kind the anterior end of the 
posterior fragment is apt to be tilted upward by the 
temporal, masseter, and internal pterygoid muscles 
until the soft tissues covering the fragment meet the 
occlusal surfaces of the upper molar teeth. To bring 
about reduction, a piece of softened dental impres- 
sion compound is inserted to cover the gum over the 
posterior fragment, filling in the space between it 
and the upper molars, and allowed to harden while 
the mouth is open. It is then removed, trimmed as 
small as possible, and re-inserted. The teeth on the 
large mandibular fragment are then wired in occlu- 
sion with the upper teeth, the impression com- 
pound keeping the posterior fragment down in place. 
The compound may be left in the mouth for several 
days without changing. The wires should be 
tightened every few days. 

In the past year the method described was used 
in twenty-eight of thirty mandibular fractures, and 
can be successfully employed in all cases except 
those in which there are no teeth in the mouth and 
the rare case with great loss of bone substance and 
destruction of teeth in which cast metal upper 
and lower splints connected by removable lock 
pins should be used. Davin TEtson, M.D. 


NECK 


DeQuervain, F.: The Relationship Between the 
Histolozic Structure and the Biological Active- 
ness of Goiter Tissue. Surg., Gynec. & Obst., 
1922, XXXiV, 513. 

The author briefly reviews the work which has 
been done with regard to the biological, physiological, 
and pathological functions of goiter tissue. He 
states that thyroid tumors have been proved to 
contain substances which correspond biologically 
to those in the normal gland. The experiments 
establishing this fact, however, have not proved 
that these substances are beneficial to the body, 
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nor have they given information as to the quantity 
in which they enter the circulation. Furthermore, 
the impossibility of identifying the substances 
obtained from the gland experimentally with the 
glandular secretion is pointed out. 

In the hope of securing further information on 
these points, De Quervain carried out a series of 
experiments on rats which he describes in detail. 
Some of the animals were injected with blood serum 
taken from an arm vein and others with thyroid 
venous blood. Still others were fed with tissue from 
the struma of the same patient. The rats were then 
placed, with controls, under bell jars, and their 
reactions to different degrees of rarefied air were 
observed. For the tests, patients with common 
strumas, with Graves’ strumas, and with cretin 
strumas were used. The following results were 
obtained: 

1. Feeding rats with goitrous substance always 
caused an increased sensitiveness to the lack of 
oxygen. There was a difference in the strength of 
the effects of the goitrous substances employed, 
substance from exophthalmic goiter giving the 
strongest reaction and that from the parenchyma- 
tous enlargement of cretins the weakest. 

2. Serum from thyroid veins caused less strong 
effects than those caused by the feeding of goitrous 
substances. 

3. Blood from the arm veins was distinctly active 
in the cases of colloid goiter and parenchymatous 
enlargement, but was not active in cases of adeno- 
matous goiter in cretins or non-cretins. 

4. In a few cases of dwarf cretins with thyroid 
atrophy, blood from the arm caused a decrease in 
sensitiveness to the lack of oxygen. 

The author gives a brief and comprehensive 
summary of the relationship between the histology 
and function of the thyroid as it is known today. 
In conclusion, he recommends further study of his 
work and states that the study of cretins as well 
as patients with Graves’ disease and the use of the 
rat test would be a valuable help in the solution of 
clinical problems. R. M. Warktys, M.D. 


Bérard, L.: Transitory Paralysis of the Recurrent 
Nerve After Goiter Operations (Les paralysics 
transitoires du récurrent aprés les opérations pour 
goitres). Lyon chirurg., 1922, xix, 1. 

From the consideration of clinical observations 
which he reports Bérard concludes that the patho- 
genic elements of a transitory paralysis of the recur- 
rent nerve after operation for goiter are, in the 
order of their frequency: 

1. Dragging on the inferior vascular pedicle and 
on the recurrent nerve during the act of luxating 
the lobe of a substernal goiter out of the wound. 

2. Rough separation of the nerve during ligation 
of the thyroid artery in the vicinity of its lobular 
pedicle. 

3. Cicatricial retraction of the tissues at the site 
of the hemostatic sutures in the vicinity of the re- 
current nerve, or the blocking of one or both de- 























nuded nerve trunks by the exudation of the thyroid 
stumps or by hemorrhage. 

Before admitting the transitory character of a 
postoperative paralysis of the recurrent nerve it is 
necessary to control each stage of the convalescence 
by a laryngological examination because there are a 
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CHEST WALL AND BREAST 


Hedblom, C. A.: Open Pneumothorax in Its Rela- 
tion to the Extirpation of Tumors of the Bony 
Chest Wall. Arch. Surg., 1922, iv, 588. 


Resection of the entire chest wall with wide 
opening of the pleural cavity was practiced before 
the nature of pneumothorax or the dangers incident 
to it were known. In 1899 Parham concluded that 
the size of the opening and the duration of the 
pneumothorax were the most important factors 
responsible for the symptoms. Hedblom has col- 
lected forty-nine cases of tumors of the bony chest 
wall from the records of the Mayo Clinic since rg1o. 
This report includes fifteen of these cases and fifty- 
eight cases from the literature. Twenty per cent 
of the eighty-two cases were operated on under 
differential pressure anesthesia. The openings in 
the chest wall varied in size, and in most of the 
cases the exact area could not be definitely deter- 
mined. 

Sixty-four patients were operated on without 
differential pressure. Pneumothorax was _pro- 
duced in forty-three cases, and in two of them 
was bilateral. In several cases in the Mayo Clinic 
series it was clearly shown that the extent of the 
operation plays a large part in the production 
of shock entirely independent of the pneumo- 
thorax. 

Complications developed in 11 per cent of cases 
operated on with differential pressure anesthesia 
and in 28 per cent of those operated on without 
differential pressure anesthesia and in which pneu- 
mothorax occurred. Pleural effusion develops much 
more frequently in cases in which pneumothorax is 
produced. 

It is obviously not only possible but also rea- 
sonably safe so far as the immediate danger to life 
is concerned to open the pleural cavity wide with- 
out differential pressure anesthesia. The experi- 
ence of many operators has shown that in the 
majority of cases in which a large opening of the 
pleura was produced with collapse of the lung, 
symptoms were absent or slight. Furthermore, it 
is always possible to convert a large opening into 
a small opening or to close the opening com- 
pletely by drawing in the skin edges or covering 
the opening with a wet towel. Experience seems 
to show also that traction on the lung will promptly 
relieve alarming symptoms referable to inefficient 
respiration. From a technical standpoint an opera- 
tion under differential pressure anesthesia can 
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number of paralyses due to section of the nerve 
which appear to become cured spontaneously but 
the recovery is simply a matter of adaptation 
through more pronounced displacement of the nor- 
mal cord toward the median line. 

W. A. BRENNAN. 


THE CHEST 


be performed with greater assurance, less dis- 
turbance to the patient, and greater comfort to 
the surgeon than an operation performed without 
differential pressure. 

A study of the cases reviewed with regard to 
postoperative complications indicates that the 
increased occurrence of complications furnishes 
substantial support for the use of differential pres- 
sure anesthesia in resection of tumors of the chest 
wall. It has been demonstrated clinically and 
experimentally that pneumothorax renders a pleural 
cavity less resistant to infection. Empyema was 
the most potent cause of death in this group of 
cases, and it is reasonable to believe that the pres- 
ence of pneumothorax at least contributed to the 
development of this complication. 

The strongest argument in favor of differential 
pressure anesthesia seems to be the fact that the 
development of postoperative complications, par- 
ticularly pleural effusions, is apparently lessened by 
its use. Possibly this advantage might be gained 
by some method of insuring inflation of the lung at 
the end of the operation. 

Hedblom suggests that it might be possible to 
combine local anesthesia for the first part of the 
operation with differential pressure anesthesia to 
inflate the lung at the end of the operation before 
closure. A simple intrapharangeal anesthesia in- 
duced by the use of a gas and oxygen apparatus 
would achieve this result. 

RatpH B. Bettman, M.D. 


TRACHEA AND LUNGS 


Bingel, A.: Transverse Tracheotomy (Tracheotomia 
transversa). Med. Klin, 1922, xviii, 337. 


A comparison of transverse tracheotomy with 
longitudinal tracheotomy is to the advantage of the 
former in every respect. The transverse skin in- 
cision gapes open when the head is inclined back- 
ward, giving better exposure so that the linea alba 
cannot be missed. The transverse skin wound is 
less apt to be contaminated by the wound secretion, 
and the resulting scar is hardly visible as it lies in a 
fold of the skin and cannot adhere to the trachea in 
its entire extent. The transverse incision in the 
trachea gapes open without the aid of an instru- 
ment; therefore there is no need for haste in the in- 
troduction of the tube. In no case has the author 
observed cicatricial stenoses. These were prevented 
chiefly by removal of the tube after twenty-four to 
thirty-six hours. Tromp (Z). 
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Herve: The Freeing of Pleural Adhesions by the 
High-Frequency Current in the Course of 
Pneumothorax Treatment (Liberation par 
etincelage des adhérences pleurales au cours du 
traitement par le pneumothorax). Presse meéd., 
Par, 1922, xxx, 446. 


In cases of pleural adhesions developing in patients 
treated by artificial pneumothorax the author 
formerly attempted the removal of the adhesions 
by the use of the thermocautery introduced through 
the lumen of a trocar, but the difficulty of intra- 
pleural manipulations and the danger of hemorrhage 
caused him to abandon this method. 

Instead of the thermocautery he now uses the 
high-frequency current. By this method the lib- 
eration of pleural adhesions is greatly facilitated 
and much more certain. The operation can be done 
either by introducing the electrode through a 
simple trocar under the control of the radioscopic 
screen or by the use of a special endoscope devised 
by the author which is inserted in one of two punc- 
ture wounds made in the thoracic wall, the electrode 
passed through a trocar being inserted in the other. 

W. A. BRENNAN. 


Barron, M.: Carcinoma of the Lung: A Study of 
Its Incidence, Pathology, and Relative Im- 
portance, with a Report of Thirteen Cases 
Studied at Necropsy. Arch. Surg., 1922, iv, 624. 


In 4,362 autopsies performed in the Department 
of Pathology of the University of Minnesota 
thirteen cases of primary carcinoma of the lung were 
found. Although it is impossible to draw definite 
conclusions from a small number of cases, it was in- 
teresting to note that up to 1918 the figures corre- 
sponded to those published in the literature to that 
date, but that since then nine cases were found, 
making the total incidence for the later period 0.9 
per cent, about four times the average incidence 
reported. 

The condition appears to occur about three times 
as frequently in males as in females. The highest 
incidence seems to be in the sixth decade. The chief 
etiological factors are perhaps inflammatory con- 
ditions, and of these tuberculosis is the most im- 
portant. Barron believes that the chronic inflam- 
matory processes following the recent influenza 
epidemics may account for the striking increase in 
the number of cases. 

Grossly the tumors may be classified as: (1) 
nodular, (2) diffuse or lobar, and (3) infiltrating. 
They vary greatly in size. Occasionally they are so 
small that symptoms are caused only by the 
metastases. The right lung, and especially the upper 
lobe, is the most common site. Histologically, lung 
cancers are of various types. The cylindrical- 
celled growths are the most common, and of these 
the adenocarcinomata are the most numerous. 

The symptoms may be so variable as to cause 
great confusion in diagnosis. Cough is a frequent 
and early symptom, and pain is usvally present. 
Dyspnoea and cachexia are late symptoms. Fever 





INTERNATIONAL ABSTRACT OF SURGERY 





is not infrequent because of the inflammatory 
complications so often present. In many of a series 
of cases cited by Barron the first diagnosis was 
tuberculosis. Barron agrees with a large number of 
writers who, unlike McMahon and Carman, do not 
believe that the roentgenological findings are of 
very great value. 

Regarding the treatment Barron writes: ‘Most 
of the tumors are located at the hilum of the lung, 
a location in close proximity to the cardiac space and 
also directly in the region of the pulmonary vessels. 
In a few cases excision of the affected tissue has been 
attempted, but the results are disappointing. 
Roentgen and radium therapy has thus far proved 
of little or no value. The treatment therefore 
resolves itself entirely into the treatment of symp- 
toms.” Rapa B. Betrman, M.D. 


PHARYNX AND CSOPHAGUS 


Nasaroff, W. M.: External (Esophagotomy for the 
Removal of Foreign Bodies (Ocesophagotomia 
externa wegen Fremdkoerper). Verhandl. d. russ. 
chir. Pirogoff-Ges., Petrograd, 1921. 

The author has collected 450 cases of external 
cesophagotomy from the literature and describes 
five cases of his own. The main interest of the 
operation lies in the indications and the post- 
operative treatment. The author’s cases were as 
follows: 

Case 1. The patient was a man 35 years old 
who suffered severe pain immediately after acci- 
dentally swallowing a piece of glass. He was operated 
upon the evening of the same day but the foreign 
body was not found. A sound was introduced into 
the stomach through the wound in the cesophagus. 
Uneventful recovery followed. 

Case 2. The patient was a child 2 years old who 
swallowed a small gold cross. The roentgenogram 
showed the foreign body in the cesophagus immedi- 
ately behind the manubrium sterni. External 
cesophagotomy was done but the foreign body was 
not found. A sound was introduced into the stomach 
through the cesophageal wound. On the third day 
severe asphyxia necessitated a tracheotomy. The 
roentgenogram revealed the cross parallel with the 
upper wall of the pharynx, but it was hardly 
distinguishable as it was very thin and in the 
X-ray plate was indicated by only a thin, 
slightly visible line. It was immediately extracted 
and an uneventful recovery followed. 

Case 3. The patient was a woman 28 years old 
who swallowed a dental plate with two artificial 
teeth. At an immediate operation the plate was 
easily removed. Uneventful recovery followed. 

Case 4. The patient was a woman 40 years old 
who swallowed a dental plate with artificial teeth. 
She was admitted to the clinic on the fourth day. 
(Esophagoscopy failed to reveal the foreign body 
because of severe cedema of the mucosa. The cesoph- 
agoscopic examination was followed by improve- 
ment, but after three days the dysphagia returned. 




















An cesophagotomy showed the plate to be in the 
cesophagus, immediately above its cardial constric- 
tion. It was removed with a forceps and a gastric 
sound introduced through the wound. 

Case 5. The patient, a woman 62 years old, 
was brought to the clinic with a severe phlegmon 
of the neck. Her temperature was 39.3 degrees C. 
and her pulse 120. A few days previously she had 
swallowed a fish bone. At immediate operation a 
large amount of gas-containing pus was removed. 
The perforation in the cesophagus was not found. 
Tamponade was done and uneventful recovery 
followed. 
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The author believes that in cases of foreign 
body in the thoracic portion of the oesophagus 
cesophagoscopy may sometimes be very dangerous 
because perforation of the cesophagus with sub- 
sequent mediastinitis may result, especially after 
prolonged lodgment of the foreign body. The total 
mortality after external cesophagotomy is 10 or 11 
per cent. Immediately after the operation the pa- 
tient can be fed by mouth or through the stomach 
tube in the wound. The protracted retention of a 
sound introduced either through the mouth or the 
nose should be avoided as it is unnecessary and very 
painful. GtIREOLOFF (Z). 
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GASTRO-INTESTINAL TRACT 


Armstrong, G. E.: Gastric Hemorrhage. 
Gynec. & Obst., 1922, xxxiv, 466. 

The author states that in the past twelve years 
he has seen ten or twelve cases of massive hzemor- 
rhage into the stomach for which there was no satis- 
factory explanation. The bleeding came on sud- 
denly in an individual otherwise healthy, without 
any recognizable predisposing or immediate cause. 

In the case of a well-nourished and active 33-year- 
old man, two severe hemorrhages of a pint of bright 
red blood occurred in one day. There was no evi- 
dence of cirrhosis, aneurism, or leukemia. At opera- 
tion the stomach and transverse colon were found 
filled with clotted blood. The mucosa appeared 
normal and there was no oozing even when the 
surface was wiped. The following day another 
hemorrhage proved fatal. The autopsy findings 
were entirely negative. 

Operative treatment in the form of gastro-enteros- 
tomy or brushing over the mucosa with the actual 
cautery has proved a failure in the hands of the 
author and his colleagues. In two cases the trans- 
fusion of uncitrated whole blood was of value. The 
etiological factor is probably some infection as yet 
not understood. H. W. Fink, M.D. 


Horsley, J. S., and Vaughan, W. T.: The Surgical 
Treatment of Gastric and Duodenal Ulcers 
with Special Reference to Pyloroplasty. J. 
Am. M. Ass., 1922, \xxviii, 1371. 


Many ulcers of the duodenum, usually the more 
recent ones, may be cured by non-surgical measures 
chief of which is diet. Operation is not advised for 
an ulcer of a few weeks’ standing unless it is compli- 
cated by some condition such as hemorrhage or 
perforation. Old peptic ulcers which have become 
callous are not often cured by medical treatment, 
but their symptoms may be ameliorated and the 
patient’s general health may be improved. 

The etiology of gastric and duodenal ulcers has 
not been fully explained. The following conditions 
seem to have so.ue relationship to their development. 

1. The peculiar arrangement of the blood vessels 
of the pyloric portion of the stomach and the first 
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portion of the duodenum, which seems favorable 
for the development of thrombi. 

2. Pressure and friction in the region of the 
pylorus due to the fact that the pyloric end of the 
stomach is composed of strong and active muscles 
and the caliber of the stomach tapers off to the 
pylorus. 

3. The sudden change in reaction from acidity 
in the stomach to alkalinity in the duodenum. 

Most of these ulcers seem to be of hematogenous 
origin. 

The object of surgical treatment is to remove 
the pathologic condition and then to restore the 
physiology of the stomach as far as possible. If 
the ulcer is in the body of the stomach, near the 
lesser curvature, a V-shaped resection is indicated. 
If the ulcer is extensive and not malignant, a sleeve 
resection will probably give better end-results than 
the removal of a large V-shaped section. Barber and 
others have shown that the sleeve resection apparent- 
ly interferes less with harmonious peristalsis than 
the removal of a large V-shaped section from the 
lesser border. If the ulcer is very difficult to reach 
the cauterization method of Balfour should be used; 
if this is impossible, a pyloroplasty alone may be 
beneficial. 

The removal of an ulcer from the posterior wall 
is done best by means of an incision through the 
gastrocolic and the gastrohepatic mesentery. Ulcers 
of the stomach near the pylorus and ulcers in the 
first inch of the duodenum may be treated by excis- 
ion and pyloroplasty. However, if there are multiple 
ulcers in the pyloric end of the stomach, or if ulcers 
tend to recur, pylorectomy with the Billroth method 
of uniting the duodenum and stomach or the Pélya- 
Balfour method of joining the jejunum to the stump 
of the stomach may give satisfactory results. 

These operations, however, have a higher mortality 
rate than the more simple procedures. At times, 
ulcers have resulted in cicatricial contraction and 
marked stenosis, the normal gastric or duodenal 
wall is replaced by an extensive scar, and restoration 
becomes difficult or impossible. 

There are three conditions in which gastro-en- 
terostomy is preferable to pyloroplasty: 
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1. When there is an extensive stenosis so that 
most of the normal tissue near the pylorus has been 
destroyed. In a narrow stenosis with no adhesions 
a pyloroplasty may be done with good results, but 
in extensive stenosis, pyloroplasty is not only 
difficult but unsatisfactory. If there is bleeding 
accompanied by dense stenosis, it is well to do a 
pyloroplasty in order to break the ring of cicatricial 
tissue and bring in normal duodenal and gastric 
wall which will drain away the venous blood. 
Contraction is apt to follow these extensive stenoses, 
and a gastro-enterostomy should be performed at 
the same time. 

2. When there is a large ulcer in the first portion 
of the duodenum or in the pyloric end of the stomach 
associated with extensive leucocytic infiltration, 
and especially if there is a subacute perforation. 
Such infiltrated tissue does not hold sutures well, 
and gastro-enterostomy is here clearly indicated. 
If a perforation seems imminent, the gall-bladder 
or tag of omentum should be fastened over the site 
of the ulcer with catgut sutures. 

3. When adhesions are very extensive, especially 
in cases of only slight disease of the gall-bladder, 
the removal of the gall-bladder is often followed by 
the formation of adhesions of the duodenum to the 
liver which provoke pain and render the eventual 
results unsatisfactory. If the adhesions are mostly 
or entirely between the duodenum and the gall- 
bladder, removal of the gall-bladder and pyloroplasty 
will usually be satisfactory. The gall-bladder should 
be removed as gently as possible. The stump of the 
cystic duct should be covered with a tag of omentum 
and not drained. 

In gastro-enterostomy the strong peristalsis in the 
pyloric end of the stomach is diminished because 
a large portion of the food finds an easier outlet 
through the stoma of the gastro-enterostomy. 
Therefore though the adhesions here may still be 
present they produce no symptoms because they 
are not tugged at by the strong peristaltic waves. 
When all the food passes through the pylorus, the 
increased tugging on the peripyloric adhesions by 
the normal peristalsis causes discomfort. 

When the pylorus is open and there are no ad- 
hesions, pyloroplasty is called for. This method is 
used also in treating acute perforations of small 
ulcers and when there is but little injury to the 
structures of the stomach or duodenum, as in a 
narrow stenosis. When the diseased area of the 
duodenum is well localized and can be completely 
extirpated or corrected without serious harm to the 
anatomy or function of the tissues, gastro-enteros- 
tomy is unwise. It isin this type of case, in which the 
pylorus is open, that its results are poorest. 

Ulcers situated in the duodenum more than an 
inch from the pylorus do not admit of a pyloroplasty. 

Whenever an operation for gastric ulcer is per- 
formed by a sleeve or V-shaped resection, a py- 
loroplasiy should be done. This is necessary in 
order to overcome the muscular resistance of the 
pylorus. I. W. Bacu, M.D. 
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Grégoire, R.: The Technique of Duodenojejun- 
ostomy (Technique de la duodénojéjunostomie). 
J. de chir., 1922, xix, 449. 


The usual indication for duodenojejunostomy is 
obstruction of the duodenum. In the great majority 
of cases the obstruction is situated in the third 
portion, i.e., below the ampulla of Vater. The 
anastomosis should then be made as close to the 
obstruction as possible. Grégoire describes what he 
considers the best technique for this anastomosis. 

The transverse mesocolon and the root of the 
mesentery form the two sides of an angle, the open- 
ing of which contains the end of the second and the 
beginning of the third portion of the duodenum. 
This is the operative field of duodenojejunostomy. 
When this angle is a right angle, the operative field 
is very large, but when it is acute, the field is greatly 
restricted. The peritoneum here is mobile and this 
mobility becomes a hindrance to the performance of 
duodenojejunostomy. 

When the operative angle is large, latero-lateral 
duodenojejunostomy is indicated because the 
mesocolic surface of the duodenum is large. The 
first jejunal loop is selected. The loop should not 
be turned to make the peristalsis of the two loops oc- 
cur in the same direction. During the suturing the 
duodenum is occluded by the fingers of the assistant 
who compresses its second portion against the left 
flank or the lumbar spine. 

The technique of latero-lateral duodenojejunos- 
tomy is exactly the same as that of any other 
latero-lateral anastomosis, but there are two points 
which merit special attention, viz., the danger of 
injuring the superior mesenteric vein, and the 
difficulty caused by the mobility of the peritoneum 
in front of the duodenum. In placing the sero- 
serous buried sutures, care should be taken not to 
insert the needle too deeply so as to penetrate the 
musculature of the duodenum. 

When the operative angle is acute, latero-lateral 
anastomosis is almost impossible. This fact led 
Grégoire to try the Y-anastomosis on the cada- 
ver. Duval has had the opportunity since to use 
it in a clinical case. However narrow the opera- 
tive angle or short the accessible portion of the 
duodenum, it will always be possible to make the 
terminal discharge of the jejunum at the lowest 
point. The risks of the Y-anastomosis are not much 
greater than those of lateral anastomosis, but the 
operation takes longer. A duodenojejunostomy so 
executed when the latero-lateral is impossible 
assures perfect drainage at the lowest point and 
avoids all danger of vicious circle. 

W. A. BRENNAN. 


Harper, W. F.: Acute Intussusception. Boston M. 
& S. J., 1922, clxxxvi, 700. 

In a review of the history of intussusception 
Harper states that although opening of the abdo- 
men for this condition was proposed by Praxa- 
goras, there was no report of a successful operation 
until 1897. 




















An intussusception may begin in any part of the 
bowel from the duodenum to the rectum, but in 
about 88 per cent of the cases the point of origin 
is in the region of the iliocecal valve, 

The pathologic changes in acute intussusception 
are caused by compression of the vessels of the 
mesentery. 

In the order of their development, the symptoms 
are as follows: (1) attacks of pain associated with 
pallor, cold sweat, and reflex nausea; (2) clear mucus, 
blood-stained mucus, and blood in the movements; 
(3) obstructive vomiting; and (4) toxemia due to 
obstruction. 

Operation is the only treatment. Resection should 
be done only when there is gangrene. The cases 
in which acute intussusception develops are those of 
patients who are very young and not able to with- 
stand extensive intra-abdominal manipulation. 

H. A. McKnicuat, M.D. 


Willis, A. M.: An Unusual Case of Intestinal Ob- 
struction. Arch. Surg., 1922, iv, 690. 


This interesting case is reported by the author 
because it presented a condition which he had never 
seen previously and of which he was unable to find 
a report in the literature. 

The history very obviously suggested a diagnosis 
of recurrent attacks of intestinal obstruction. 
Operation revealed a sac formed from a membrane 
which appeared to cover the entire small intestine. 
It was apparent that the cause of the recurrent 
attacks was a displacement of the mass of the 
intestine contained in the sac. When this mass 
was fitted down into the pelvis it caused no symp- 
toms, but when it was displaced upward angu- 
lation of the intestine and obstruction resulted. 
Histologic examination of a portion of the mem- 
brane showed it to be made up of fibrous tissue. 
The pathologist suggested that it was a remnant 
of a persistent ventral mesentery which was drawn 
over the gut when the latter was rotated. 

Emit C. RositsHex, M.D. 


Andresen, A. F. R.: Acute Intestinal Obstruction. 
N. York M. J., 1922, cxv, 653. 


The hospital mortality of acute intestinal obstruc- 
tion has not been decreased despite the great prog- 
ress in medicine and surgery in the last twenty 
years. The operative mortality is comparatively 
low when operation is performed soon after the on- 
set of the symptoms, and increases rapidly as the 
operation is delayed. It ranges from 11 per cent 
in cases operated upon within the first twenty-four 
hours to 69 per cent in those in which operation is 
performed after seventy-two hours. 

The cases fall into two groups: (1) those develop- 
ing after a period of abdominal or digestive symp- 
toms, and (2) those in which the acute obstructive 
symptoms come on suddenly, as in cases of volvulus, 
intussusception, etc. The pathology in all types 
is essentially the same, viz., occlusion of the lumen 
of the intestine with, in some cases, strangulation 
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as a cause or an effect. Strangulation may lead to 
gangrene, perforation, or peritonitis. It doubles the 
mortality, not only because of its complications, 
but because of the resection of gut necessary when 
gangrene results. 

The cause of the toxemia has not been satisfac- 
torily explained. The mere arrest of the onward 
passage of the intestinal contents is not the essential 
cause. From a number of experiments Dragstedt 
concludes that the substances responsible are pro- 
duced by the action of intestinal bacteria on pro- 
teins or their end-products, and that injury to the 
intestinal mucosa, especially injury resulting from 
disturbance of the blood supply of the intestine, 
greatly facilitates the absorption of these sub- 
stances. 

The symptoms almost invariably present from the 
beginning are vomiting, constipation, and abdomi- 
nal pain. They may begin without warning or after 
a long train of other symptoms. The vomiting, 
which is of the reflex type, is due to pylorospasm, 
is not relieved by lavage, and may occur immediately 
after the ingestion of food or drink. Later, when 
the pylorus fails, reverse peristalsis occurs and the 
vomitus becomes first bile-stained and then fecal. 
The constipation is usually not evident, the patient 
occasionally having had a good stool the day before. 
Enemata may have a slight fecal return, depending 
on the site of the obstruction. 

Abdominal pain is usually a prominent symptom. 
Ordinarily it is cramp-like and generalized and its 
more severe paroxysms are accompanied by vomit- 
ing without relief. It is aggravated by food and 
cathartics and not relieved by enemata. It is worse 
in the beginning, becomes less severe gradually, and 
is succeeded by the pain of distension or the intense 
constricting pain of strangulation. 

The findings are usually indefinite and not of 
much value. Visible peristalsis is unusual, as are 
other signs such as a palpable mass and a rapid 
pulse. Tympany, shock, collapse, and Hippocratic 
facies are usually noted late. The laboratory find- 
ings are of little value except that occasionally an 
X-ray examination without barium or with a barium 
enema will show the obstruction. 

The principal conditions from which acute intes- 
tinal obstruction must be differentiated are acute 
peritonitis, gall-bladder colic, renal colic, acute 
poisoning from food or other agents, pyloric steno- 
sis, acute hemorrhagic pancreatitis, uremia, lead 
colic, angina abdominis, gastric crises, gastro-intes- 
tinal purpura, and angioneurotic oedema. 

The treatment is early operation. In this way 
alone can the mortality be reduced. In Andresen’s 
opinion even an occasional unnecessary operation is 
justified. The author states that the medical and 
surgical textbooks which pay too little attention 
to the early symptoms and emphasize only the late 
symptoms should be corrected. A presumptive 


diagnosis should be made from the peristaltic pain, 
persistent vomiting, and obstipation. 
O. S. Proctor, M.D 
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Woringer, P.: Two Cases of Congenital Megacolon 
(Deux cas de mégacolon congenital). Arch. franco- 
belges de chir., 1922, xxv, 502. 

In the first case reported, that of a child 31% 
months old, there was marked distention of the 
abdomen associated with vomiting and extreme 
emaciation. The skin resembled parchment. Com- 
plete absence of adipose tissue was associated with 
atrophy of the muscles. Bismuth examination con- 
firmed the diagnosis of megacolon. 

The second case was that of a child 114 years of 
age. Constipation had been present but had been 
relieved by a fruit diet. Four weeks prior to the 
patient’s admission to the hospital the constipation 
had increased and had alternated with diarrhoea. 
Blood and mucus were never present in the stools. 
The patient’s general state of nutrition was good. 
Constant vomiting and diarrhoea ensued and the 
child died from general intoxication. Autopsy 
revealed pronounced dilatation and hypertrophy of 
the colon and rectum. Loyat E. Davis, M.D. 


Fowler, W. F., Davidson, S. C., and Mellon, R. R.: 
Congenital Megacolon in the Adult. Surg., 
Gynec. & Obst., 1922, xxxiv, 601. 

The authors report a case in which operation 
disclosed an enormously dilated and hypertrophied 
ascending colon, sigmoid colon, and rectum. The 
excised bowel weighed 3,900 gm. and measured 
47.5 cm. in circumference and 60 cm. in length. 
Its capacity was 2,880 c.cm. 

A review of the literature is presented and the 
condition is discussed from the standpoint of its 
etiology, pathology, symptoms, and treatment. 
There is scant clinical verification of the theory 
that megacolon is a congenital pathological entity. 
In the new-born a normal tendency toward sigmoid 
redundancy has been noted. In megacolon the 
sigmoid is always involved, and redundancy has 
been observed with striking frequency. The ana- 
tomical arrangement—fixed rectum and mobile 
sigmoid — invites functional obstruction at the 
rectosigmoid junction, and kinks and valve forma- 
tions have been clinically demonstrated at this point. 
When such obstructions are not demonstrable, we 
may assume that they were present previously, 
since the dilatation and the hypertrophy encountered 
in the so-called idiopathic megacolon cannot be 
differentiated from that which follows organic 
obstruction. 

The following conclusions are drawn: 

1. The so-called idiopathic megacolon is relative- 
ly infrequent in childhood and rare in the adult. 

2. The only congenital feature of megacolon is 
the redundant sigmoid. 

3. The unobstructed redundant sigmoid may be 
nearly or quite symptomless. 

4. The degree of the obstruction, whatever its 
cause, determines the subsequent course. 

a. Relatively slight obstruction (the ‘‘angula- 
tion” of Delatour) produces a definite syndrome 
without dilatation or hypertrophy. 
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b. Acute obstruction (usually volvulus), either 
primary or superimposed upon hypertrophy, induces 
sudden dilatation and the desperate picture com- 
mon to such obstructions. 

c. Chronic obstruction causes gradual dilatation 
and compensatory hypertrophy, the type described 
by Hirschsprung. 

5. Kinking or valve-like action at the rectosig 
moid junction is the usual cause of obstruction. 
When the rectum is involved also, anal spasm is a 
probable factor. 

6. The surgical treatment of megacolon aims 
at the removal of the crippled bowel and restoration 
of the intestinal continuity. K. L. Vene, M.D. 


Sencert, L., and Simon, R.: Two Cases of Mega- 
colon Cured by Colectomy (Deux cas de méga- 
colon guéris par colectomie). Arch. franco-belges 
de chir., 1922, XXV, 493. 


The authors report two cases of megacolon in 
which they performed a colectomy. One patient 
died several months later from cerebral hemorrhage; 
the other recovered and subsequently was delivered 
of a living child. 

In discussing the pathology of megacolon they 
classify the cases into three groups. To the first 
belong the cases of dilatation of the intestine of 
congenital origin described by Hirschsprung. The 
second group includes cases of dilatation of the 
colon similar to that described by Hirschsprung but 
due to definite extra- or intra-intestinal mechanical 
factors. To this group belong two cases reported in 
this article. The third group consists of cases of 
idiopathic megacolon which differ from the con- 
genital type described by Hirschsprung and from 
those secondary to obstructive lesions. 

Czcostomy is accepted by the majority of 
surgeons as the course to pursue during the period 
of acute obstruction. Following this preliminary 
operation, partial or total colectomy, depending 
upon the extent of the dilatation, is the operation of 
choice. The mortality is comparatively low and the 
functional results are very good. 

Loyat E. Davis, M.D. 


Bubis, J. L., and Swanbeck, C. E.: Gas Cysts of 
the Intestines. Ann. Surg., 1922, lxxv, 620. 


Swanbeck reports a case of gas cysts of the 
intestines and reviews the etiology, pathology, and 
symptoms of this rare disease. The theories ad- 
vanced as to the etiology have been numerous but 
the mechanism of its production is still unknown. 

In the case reported the symptoms were weak- 
ness, general malaise, pain in the right side of the 
abdomen radiating to the right testicle, epigas- 
tric distress, slight diarrhoea, and a rapid loss of 
weight. 

The physical examination was negative except 
for the presence of a tender, sausage-shaped, boggy 
tumor mass 10 cm. long and about 7.5 cm. wide in 
the right lower quadrant of the abdomen. This 
growth was very freely movable, especially upward 























toward the costal border. Deep pressure upon it 
suggested a fecal impaction. No X-ray examination 
was made. 

When the abdomen was opened the tumor was 
found to consist of a thickened, cedematous, spastic, 
contracted cecum and ascending colon. The 
appendix seemed thickened and the outer gut from 
the ileocecal valve to the hepatic flexure was con- 
gested but free from adhesions. The most peculiar 
findings were the doughy, crepitant feel of the 
mass and the presence of minute, raised, pearl-like 
gas cysts under the serosa, some of which were 
discrete and others confluent. 

Operation consisted of the removal of the ap- 
pendix, cecum, and ascending colon with the 
cautery, and anastomosis of the ileum to the trans 
verse colon by a lateral enterocolostomy. 

The specimen consisted of the ascending colon 
with the appendix still attached. The mass was 
boggy and crepitant on palpation. On section the 
walls of the gut were found to be much thickened 
and filled with small, air-containing cysts which 
extended into all of the coats of the intestines, 
especially the mucosa and submucosa. Pressure on 
the cecum caused air bubbles to appear there. 
The serosa was intact and shiny, and presented 
numerous air vesicles. The portal through which 
the gas entered the layers of the cecum and the 
ascending colon was undoubtedly an ulcer at the 
base of the appendix. 

The treatment of gas cysts of the intestine 
consists in the removal of the cause if possible. 
While in some cases simple exploratory laparotomy 
has resulted in cure, resection or short-circuiting 
of the involved area with the removal of the primary 
focus seems to give the best results. 

H. A. McKnicat, M.D. 


Lecéne, P.: The Posterior Subilizc Incision in 
Certain Types of Appendicitis (L’incision 
postérieure sus-iliaque dans certaines formes 
d’appendicite). J. de chir., 1922, xix, 459. 

The posterior forms of appendicitis are far from 
rare since 30 per cent of infant and adult appen- 
dices are retrocecal or lateral to the ascending 
colon. These cases are somewhat difficult to diag- 
nose as there is very little peritoneal reaction, almost 
no vomiting, and no severe abdominal pain. The 
symptoms are chills, fever, and the so-called 
posterior pain in the iliolumbar region. The 
muscular spasm and cutaneous hyperesthesia are 
often absent in front and to be sought for behind. 
Psoitis with flexion and abduction of the thigh is 
an important sign but seldom present. 

While lying on his right side the patient is 
examined for muscular stiffness between the iliac 
crest and the insertion of the oblique muscles. 
Cellular cedema is an important sign, but deep 
— is rare as the quantity of pus is usually 
smal. 

The treatment of choice is incision and drainage 
of the infected area with appendectomy if possible. 
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It is dangerous to delay incision since septic pyemia 
may result even if the danger of general peritonitis 
is slight. 

A case of retrocecal suppuration was diagnosed 
by Lannelongue in 1881 and a posterior incision 
considered but not made by the attending surgeons. 
Nancréde and Kelly have long followed this pro- 
cedure but there are still surgeons who approach 
such suppurations from in front through the 
peritoneum, a procedure which may cause peritoneal 
infection. Lecéne makes an incision similar to that 
of Edebohls and Grinda, 8 to 10 cm. long and about 
2 cm. above the anterior-superior spine, splitting 
the muscles in the direction of their fibers. The 
retroperitoneal fat is usually oedematous. It is 
necessary to retract widely in order to expose the 
external peritoneal cul-de-sac formed by the trans- 
versalis fascia and the peritoneum which, in cases 
of abscess, drains pus when incised. It is usually 
easy to find the appendix within the abscess, and if 
not, it should be sought and removed after remov- 
al of the posterior parietal peritoneum from the 
cecum. Lecéne removes the appendix to avoid 
serious complications and leaves the wound entirely 
open for drainage except at the ends. In cases in 
which the appendix is removed before suppuration 
has occurred the wound is closed without drainage. 
The use of this posterior sub-iliac incision close to the 
crest obviates the development of a hernia if the 
muscles are separated, affords efficient drainage, and 
prevents infection of the peritoneal cavity. 

H. F. Dunn, M.D. 


Hofmann, A. H.: The Surgery of Czcal Tumors 
(Zur Operation des Coecaltumors). Arch. f. klin. 
Chir., 1922, Cxix, 214. 

The disease most frequently involving the 
ileocecal portion of the intestine is tuberculosis, 
and the next most frequent is carcinoma. Sarcoma 
and actinomycosis are rarer. Invagination of the 
ileum into the cecum, perityphlitis, and burrowing 
abscess must be taken into consideration in the 
differential diagnosis. Tuberculosis usually appears 
in the second or third decade, while carcinoma 
occurs most frequently in the fourth decade. In 
the literature there are reports of cases in which 
both carcinoma and tuberculosis of the cecum were 
found together. 

The diagnosis of cecal tumor is often difficult 
as the thickness of the abdominal wall renders it 
impossible to palpate even large growths, especially 
when they are covered by inflated intestines. 
Clinically carcinoma will be noticed early as it 
generally develops in the form of a ring causing 
obstruction. In tuberculosis, ileus is more rare as 
the caseous infiltration more readily disintegrates. 

In the X-ray diagnosis a single exposure tells 
nothing for it shows only the amount of contents 
present at that moment. Fluoroscopic observation 
of the entrance of the contrast material is absolutely 
essential. As the contrast material passes through 
stenosed and ulcerated areas it collects in front of 
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and behind the diseased parts. Portions of in- 
testine with ulcerative changes are characterized by 
blotting out of the haustral shadows and by marbled, 
streaked marking. 

Surgical treatment of pathologic conditions near 
the ileocecal valve consists of resection of the 
diseased portion. The Mikulicz two-stage operation 
is now seldom performed as the mobilization and 
bringing forward of the ileocecum is severe on the 
patient and consumes a great deal of time. The 
usual procedure today is the one-stage colonic 
resection. Schmieden’s method consists in dividing 
the ileum, implanting it into the transverse colon, 
and then removing the tumor. By another procedure 
the tumor is removed first and the ileum is then 
joined end-to-end to the ascending colon. In this 
operation the greatest difficulty is presented by 
the posterior wall of the ascending colon which is 
denuded of peritoneum. Hence many surgeons 
advocate the removal of the entire ascending colon 
as it is much easier to effect the anastomosis with 
the more mobile transverse colon. GANGt (Z). 


Naumann, H.: A Case of Hemorrhagic Cyst of the 
Transverse Mesocolon and a Consideration of 
the Differential Diagnosis and Treatment of 
Mesenteric Cysts (Ueber einen Fall von Blutcyste 
des Mesocolon transversum unter gleichzeitiger 
Beruecksichtigung der Differentialdiagnose und 
Therapie der Mesenterialcysten). Arch. f. klin., Chir. 
1921, Cxvii, 819. 

A woman, 43 years of age, suffered with attacks 
of pain in the upper abdominal region which recur- 
red every quarter or half year for fifteen years. After 


carrying a heavy basket, she experienced a sudden 
abdominal pain followed by rapid swelling of the 
abdomen. 

Examination revealed in the left flank a tumor 
the size of two fists which was hard, nodular, and 
easily movable, disappeared when the patient sat 
up, and was not affected by the respiratory move- 


ments. On distension of the gut the growth re- 
mained unchanged. The genital organs, kidneys, 
and gastro-intestinal tract were negative. A 
diagnosis of mesenteric cyst was made. Operation 
revealed a cystic tumor lying between the lamelle 
of the transverse mesocolon which could be easily 
shelled out. The postoperative course was uncom- 
plicated, and recovery followed. 

On the inner side of the cyst wall, which was 
0.25 to 6.0 mm. thick, there were cicatricial trabecu- 
lar processes to which numerous blood coagula were 
adherent. Histologic examination showed abundant 
fibrous connective tissue, smooth musculature, and a 
few elastic fibers. There was round-cell infiltration 
toward the lumen, that is, around the blood vessels. 
Some of the tissue spaces had an endothelial lining 
(lymph vessels). 

The oldest classifications of cysts were made on 
the basis of their contents. Even today we fre- 
quently speak of blood, chyle, lymph, serous, 
echinococcus, and dermoid cysts. Dowd proposed 
the following classification: (1) embryonically dis- 
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posed cysts, whose origin is the epithelium, even 
though it is not always demonstrable later (chyle, 
serous, blood, and lymph cysts); (2) echinococcus 
cysts; (3) cysts due to degeneration of malignant 
neoplasms. Niosi and Seckendorf have correctly 
designated this classification as somewhat one- 
sided. Niosi includes among the embryonically 
disposed mesenteric cysts: (1) cysts of intestinal 
origin — those springing from Meckel’s diver- 
ticulum, from the omphalo-mesenteric duct, or 
from the embryonic intestinal wall; (2) dermoid 
cysts; and (3) cysts which have their origin in 
retroperitoneal tissue (germinal epithelium, ovary, 
wolffian bodies, and muellerian ducts). Dowd’s 
theory that in most cases cysts originate in the 
epithelium is incorrect as the newer pathologico- 
anatomic investigations show that they arise from 
the lymphatic system. Whether they are due to 
infarcts of the lymph glands, lymph stasis, oblitera- 
tive processes, chronic lymphangitis, or active pro- 
liferation in the sense of a lymphangioma is still 
undetermined. 

Because of the situation of mesenteric cysts and 
their relation to neighboring vital organs their 
symptoms are exceedingly variable. As a rule the 
pain, which in many cases increases gradually and 
in others begins suddenly and severely, is the main 
symptom. The paroxysmal pain often gives rise to 
diagnostic errors (cardialgia, intestinal obstruction, 
etc.); apparently it is due to traction on the mesen- 
teric root or the twisting of a pedicle. Obstinate 
obstipation, anorexia (loss of strength), dysmenor- 
rhoea, respiratory disturbances, and cardiac dis- 
orders are frequent. The urinary system rarely 
gives rise to symptoms (mechanical pressure of 
large cysts). It is also a fact that even enormous 
cysts may produce no symptoms at all. 

The majority of the cysts are situated in the 
mesentery of the small intestine. The most impor- 
tant objective symptoms are extreme mobility, 
absence of movement or only slight movement on 
respiration, and a clear percussion zone between 
the symphysis and the tumor. Very frequently 
hydronephrosis and mesenteric cysts are mistaken 
for each other (size, subjective symptoms, “renal 
ballottement’’). Hydronephrosis, however, is al- 
ways lateral and under the ribs; moreover, the 
history and the findings of ureteral catheterization 
offer quite sufficient information for its recognition. 
The lipomata, which often reach a very large size 
(20 to 40 Ibs.) and originate from the fatty capsule 
of the kidney and cystically degenerated retro- 
peritoneal lymph glands, may sometimes cause 
insurmountable diagnostic difficulties, but usually 
all retroperitoneal tumors (also collections of tu- 
berculous lymph nodes, sarcomata, etc.) are only 
slightly or not at all movable. Because of their 
position and subjective symptoms, pancreatic cysts 
and mesenteric cysts sometimes resemble each 
other closely. The former can be excluded when no 
metabolic anomalies (diabetes, fatty stools, azotor- 
rhoea, creatorrhcea) are demonstrable. 

















It is extremely difficult to make a differential 
diagnosis between cystic peritoneal tumors and 
mesenteric cysts. In most of the cases, however, it 
is a question of a differential diagnosis between 
mesenteric cysts and ovarian or parovarian cyst- 
omata. Ovarian cystomata frequently cause urinary 
and menstrual disturbances and their growth is in 
the opposite direction. The absence in percussion 
of a sonorous zone between an adnexal cyst and 
the symphysis is of greater significance. 

The symptomatology of mesenteric cysts has 
shown that such cysts are more or less dangerous 
to life and therefore surgery is necessary. The 
following methods of treatment come into con- 
sideration: (1) puncture, which should be done 
only under exceptional circumstances; (2) mar- 
supialization; and (3) extirpation. Extirpation is 
undoubtedly the most ideal and, if the surgeon is 
able to avoid injuring the mesenteric vessels 
(intestinal gangrene), it is also the least dangerous 
procedure. Marsupialization, which is regarded by 
many as a safe procedure, has been followed by 
death due to kinking of the intestine adherent to 
the cyst sac or the placing of the suture too close 
to the mesenteric attachment. Peritonitis also may 
develop if sufficient time is not allowed for the 
occurrence of agglutination with the parietal peri- 
toneum. It must not be forgotten that the granu- 
lation of the large pocket may take an exceedingly 
long time and that there is considerable danger 
of a cicatricial hernia after healing. SAax1NcER (Z). 


Mandl, F.: Cancer of the Rectum: Views on 
Etiology, Symptomatology, and Treatment 
Based on the Material of the Hochenegg 
Clinic (Ueber den Mastdarmkrebs: Aetiologische 
Betrachtungen, Symptomatologie, und Therapie 
an Hand des Materials der Klinik Hochenegg). 
Deutsche Ztschr. f. Chir., 1922, clxviii, 145. 


The Hochenegg Clinic reports through Mandl 
779 cases of cancer of the rectum, 469 of which were 
operated on by the sacral route. No increase in the 
number of cases of cancer occurred during or 
following the war. Five hundred and twenty-seven 
of the patients were men and 252 were women (67.6 
and 32.4 per cent respectively). In both sexes the 
greatest number of cases occurred in the fifth 
decade of life. The youngest patient was a girl 
of 12 years, the oldest a man of 81 years who died 
three years after a colostomy. 

Reference is made to Virchow’s theory that irri- 
tation may be a factor responsible for carcinoma 
of the large intestine. The fact that the ingesta 
remain in the large intestine for twelve hours as 
compared with three hours in the small intestine 
increases colonic susceptibility to cancer through 
pathologic changes in the mucosa, particularly at 
the flexures and the ampulla of the rectum. In 
none of the Hochenegg cases could it be shown that 
carcinoma had developed in a hemorrhoidal 
nodule. Rectal or intestinal polyposis was present 
in almost 12 per cent of the cases, prolapse of the 
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anus in 7, proctitis in 3, anal fistula in 3, and dysen- 
tery in 7. Direct trauma as a cause was doubtful. 
On the other hand, the influence of pregnancy on 
carcinoma of the rectum is emphasized and has 
been found to have a serologic basis. Thirteen new 
cases are added to those already published. Heredi- 
tary predisposition is admitted, as is also the 
cancer &@ deux which develops in two persons not 
blood relations who live in close intimacy. 

In the symptoms there is entire absence of 
regularity, both in the appearance of the first 
symptoms and their order. The Strauss trilogy, 
constipation, tenesmus, and bleeding, is denied. 
Cases are classified into: (1) those of fulminating 
course, with symptoms of four weeks’ duration; 
(2) those with a course of two to eighteen months; 
and (3) those with a protracted course, the symp- 
toms being present for more than a year and a half. 
Colostomy was performed on thirty-four patients 
with ileus, with a mortality of 44 per cent; the 
statistics are equally poor for cases with a fulminat- 
ing course with or without ileus. 

The nutritional condition of the patients was rel- 
atively good in 226 cases, fair in 231 cases, and poor 
in 177 cases. The factor of strength alone, however, 
is not determinative, either for operation or for cure. 

Examination was made in the knee-elbow position 
or, more recently, with the upper part of the body 
bent over the edge of the table, a position in which 
the abdominal pressure acts downward more than 
forward. The Hochenegg school has not been 
entirely satisfied with rectoscopy. Digital explora- 
tion gave a much more distinct picture in many 
instances. The excision of, tissue for examination 
was seldom practised. The danger of hemorrhage 
and the absence of actual tumor masses are objec- 
tions to its routine employment. According to 
Hochenegg, every cancer of the rectum belongs to 
the surgeon, and he must decide whether radical 
operation or colostomy is indicated. Contra- 
indications are metastases in the internal organs or 
in the skeletal system, lymph-gland metastases 
along the spinal column, severe disease of a general 
character, and cachexia. In the latter, and in 
diabetes, each case must be treated on its own 
merits. There is no age limit. The fact that the 
carcinoma is situated high is not a contra-indication, 
but if it spreads in a transverse direction it soon 
becomes inoperable. 

In eighteen of 779 cases operations for recurrence 
were performed. Of the remaining 761 cases, 508 
(66.7 per cent) were operated on radically, 184 
were treated by colostomy, and sixty-nine were not 
operated on. Very small carcinomata give a poor 
prognosis as regards permanent results, but there 
is no histologic variety which entirely rules out a 
good permanent result. The prognosis of pregnan- 
cy following a radical operation is favorable. 

The author distinguishes between expectant, 
preliminary, and definitive colostomy. In 150 
cases in which this operation was done the mortality 
was 10.6 per cent. If the patient lives for a very long 
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time after colostomy, the diagnosis of carcinoma 
appears questionable. In the Hochenegg operation 
the incision is begun at the left sacro-iliac synchon- 
drosis and continued in a curve, concave on the 
right, over the median line to the right lateral 
coccygeal ligament. Unlike the Kraske method, the 
ligaments are never divided, but merely notched, 
in order not to endanger the fixation of the pelvis. 
With regard to the amount of the os sacrum that 
should be removed, each case is considered in- 
dividually. Care is taken to protect the anterior 
sacral nerve roots. The coccyx is removed sub- 
periosteally. As much of the sacrum as is necessary 
is excised, up to the third posterior sacral foramen. 
When there is high-grade stenosis and coprostasis, 
and also when the general condition is poor, Hoch- 
enegg performs a preliminary colostomy, but in 
twenty-three cases so treated the operative mortality 
was not greatly lowered. As a preparatory measure, 
when there is disturbance of cardiac function, 
digitalis is given, and in some cases iron and arsenic. 
Preparatory purging is continued from two to eight 
days. After making the incision, Hochenegg pro- 
ceeds to cut the fascia of the rectum, which latter 
he then mobilizes and undermines, if possible, at a 
point distant from the tumor. If necessary, the 
rectum is divided in order to facilitate the dissection 
of the tumor. In by far the greater number of cases 
Douglas’s pouch is opened, the flexure mobilized, 
and the pouch then closed again. 

Of 779 cases, a sacral radical operation was un- 
dertaken in 469. In eight cases it could not be 
completed. In 234 cases a sacral anus—amputation 
of the rectum—was formed, and in 205 cases, resection 
with retention of the sphincter was done. Intwenty- 
two cases the tumor was brought in front of the sac- 
rum. Acombined operation was performed in seven- 
teen cases and Lisfranc’s operation in ten. Various 
methods were used intwelve. Of 461 patients oper- 
ated on by the sacral route, fifty-one (11.1 per cent) 
died. A high position of the carcinoma does not 
have much influence on the mortality; neither is 
there much difference between the mortality of resec- 
tion and that of amputation. Trophic disturbances 
and gangrene appeared thirteen times in circum- 
cribed areas, but only once extensively, a fact dem- 
onstrating that even after the peritoneum is opened 
by the sacral route, it is possible to tie off and take 
care of the superior hemorrhoidal artery. 

The statistics regarding the end-results are in- 
complete. Of 254 cases, it was possible to ob- 
tain a later report or to make a subsequent exam- 
ination in only 161. In most of the cases subse- 
quently examined there was found, 4 to 6 cm. above 
the sacral anus, an ampulla-like dilatation by means 
of which relative continence was obtained with 
the return of sensibility. Therefore plastic opera- 
tions for the formation of an artificial sphincter 
were not undertaken. Hochenegg recommends the 


use of a well-fitting pad, but patients with fair 
continence often prefer to wear a simple rectal 
binder. 


In resection Hochenegg uses, in addition 
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to the circular suture, his own method of invag- 
inating and drawing-through. This method is 
limited by the size of the tumor and the shortness 
of the flexure. Defective peritonization of the 
distal end of the rectum leads to dehiscence. Another 
cause of dehiscence lies in the contractions of the 
sphincter. 

The fatal cases being excluded, the circular suture 
held primarily in 19.3 per cent of the cases. Follow- 
ing resection the results persisted in 33 per cent of 
the cases after three years. Following the radical 
sacral operation in 353 cases the results persisted 
in 33.6 per cent after three years, in 25.8 per cent 
after five years, and in 10 per cent after ten years. 
A combined operation was performed in seventeen 
cases, with a mortality of 52.9 per cent; in six cases 
it was performed by choice, in the others by neces- 
sity, a proof that in many cases of small carcinoma 
of the rectum or the pelvic colon the sacral method is 
not sufficient for the radical extirpation of the 
growth. This is due less to a high position of the 
tumor than to fixation of the organ to surrounding 
tissues and shortness of the mesocolon. 

Among seventy-five recurrences, fifty were local. 
Recently bone metastases have increased in number. 
General anesthesia was preferred for the operations. 
Roentgen and radium treatment were little used 
because of the lack of proper facilities. A warning 
is given against radiotherapy before operation. 

PLENz (Z). 


Bower, J. O.: The Operating Cystoscope in the 
Application of Radium to Cancer of the Rec- 
tun Following Colostomy. Surg., Gynec. & 
Obst., 1922, XXxiv, 539. 

In three cases of cancer of the rectum Bower 
used to great advantage an operating cystoscope 
and a specially devised applicator in implanting 
radium in the proximal portion of the growth, an 
effective crossfire being obtained by inserting radium 
properly screened against the growth also through 
the anus. The technique used is as follows: 

A lower left rectus or inguinal colostomy is done 
under local or spinal anesthesia and the bowel 
opened on the third or fourth day by the use of the 
thermocautery. 

On the seventh or eighth day, the lower segment 
is flushed clear by means of a 25 F. catheter attached 
to a I,000-c.cm. reservoir. When the fluid returns 
clear, the cystoscope with the irrigating tube attached 
is inserted into the bowel, the obturator is with- 
drawn, the special instrument telescope is inserted, 
the special instrument holding the radium needle is 
introduced into the cystoscope, and the radium 
needle with a silk cord attached is embedded in the 
growth. The instrument is then withdrawn and as 
many needles as required are introduced. The free 
ends of the braided silk are caught with a hemostat 
or fastened with adhesive tape to the abdomen. 
Then, by means of a rubber applicator, radium, 
properly screened, is inserted against the growth 
through the anus. Epwarp F. Hess, M.D. 























Jentzer, A.: Functional Adaptation in the Artificial 
Anus (De l’adaptation forctionnelle dans les anus 
contra natura). Arch. franco-belges de chir., 1922, 
XXV, 505. 

In a case of rectal neoplasm in which the author 
formed an artificial anus macroscopic and micro- 
scopic examination at autopsy showed an enormous 
hypertrophy of the two muscular tunics of the 
intestine. Intestinal hypertrophy is not rare and 
is recognized by anatomo-pathologists as charac- 
teristic of certain conditions of the intestine, but in 
this case there was no intestinal obstruction and 
the hypertrophy did not exceed the width of a 
true sphincter. Jentzer regarded it as a functional 
adaptation controlled by an anospinal center in 
the cord. 

The author’s findings have not only a theoretical 
and anatomo-pathologic interest but also a practical 
bearing since it is possible that, by well-directed elec- 
trical treatment, rapid hypertrophy of the intestinal 
musculature and very perfect functional co-ordina- 
tion of the abdominal muscles might be developed. 

W. A. BRENNAN. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Laurentie, A.: Puerperal Cholecystitis (Les cholé- 
cystitis puérperales) Rev. frang. de gynéc. et d’obst., 
1921, XVil, 193. 

Puerperal cholecystitis is due to infection present 
before the pregnancy or developing in the course 
thereof. The organism responsible is usually the 
colon bacillus, and more rarely the organisms which 
cause puerperal infection. 

The development of the infectious process is fav- 
ored by biliary stagnation induced during the preg- 
nancy by anumber of factors, chief of which is direct 
or indirect compression upon the biliary tract by the 
gravid uterus. The functional hyperactivity of the 
liver, hemolysis of the red blood cells, and hyper- 
cholesterinemia cause concentration of the bile and 
slowing of its outflow. 

Acute puerperal cholecystitis may be catarrhal, 
purulent, or gangrenous in type. The chronic form 
is at times hydropsic and at others atrophic or 
hypertrophic. 

Abscess of the liver, perforation of the gall- 
bladder, pancreatitis, cardiac lesions, pulmonary 
lesions, meningitis, appendicitis, or pyelonephritis 
may complicate the condition. 

Its onset is variable. It may begin with colicky 
pains in the gall-bladder and the phenomena of an 
intestinal or puerperal infection. During the acute 
phase the diagnosis is based on rigidity of the ab- 
dominal wall, the presence of a painful tumor in the 
region of the liver, and general symptoms which 
occasionally are very grave. The chronic form is 
characterized by frequent paroxysms of pain, gastro- 
intestinal symptoms, and cachexia. 

In certain cases a spontaneous cure results. 
Interruption of the pregnancy is rare. When there 
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is a particularly grave infection or a serious com- 
plication death may occur. 

Medical treatment is the same as that of cholecys- 
titis in the non-pregnant state. The character of 
the surgical treatment depends upon the stage of 
the pregnancy. Cholecystostomy is the operation of 
choice. Loyat E. Davis, M.D. 


Daniel, C., and Babés, A.: The Mucous Type of 
Hydrops of the Gall-Bladder Due to Ob- 
struction of the Cystic Duct (Etude du type 
muqueux de l’hydropisie de la vésicule biliare par 
obstruction du canal cystique). Presse méd., Par., 
1922, XXX, 377. 

A woman, aged 24, was brought to the hospital 
with intense pain and a tumefaction the size of a 
hen’s egg to the right of the umbilicus. At operation 
the gall-bladder was found enormously distended 
and adherent to the omentum and liver. The cystic 
duct contained a calculus. A cholecystectomy was 
done. The gall-bladder contained a whitish fluid 
and 220 calculi. At the level of the fundus the 
mucosa was hyperemic and showed vascular dilata- 
tion. 

There are two well-defined types of hydrops of 
the gall-bladder due to obliteration of the cystic 
duct: the transudative or serous type and the 
secretory or mucous type. The first is characterized 
by a bladder with sclerous lesions and a fluid 
analogous to a transudate; the second, by inflamma- 
tory lesions of the mucosa of the bladder and a 
mucous fluid. 

In the author’s opinion the secretory or mucous 
type corresponds to recent obstruction of the cystic 
duct and inflammation of the mucosa of the gall- 
bladder, while the serous type is due to old lesions. 
The clinical history of cases reported as well as the 
nature of the lesions favors this hypothesis. The 
absence of bile in cases of gall-bladder hydrops 
is due to the resorption of the pigment and the salts 
by the gall-bladder mucosa, or to the precipitation 
of its elements in the form of calculi. These two 
types appear to be the extremes of the pathologic 
process and it is certain that between them there 
are numerous intermediate forms. 

Histologic examination of the gall-bladder wall 
in the case reported showed numerous partially di- 
lated mucous glands, desquamation of the epitheli- 
um, and marked infiltration of the wall by mono- 
and polynuclear elements indicating inflammation. 
The fluid content of the gall-bladder is the secre- 
tion of the mucosa involved by very extensive 
inflammatory lesions. W. A. BRENNAN. 


Hotz, G.: Surgery of the Bile Ducts (Chirurgie der 
Gallenwege). Schweiz. med. Wchnschr., 1921, li, 
1214. 


Hotz reports on 1,856 operations for cholecys- 
titis and cholelithiasis and 192 for other conditions, 
chiefly tumors, which were performed by forty-two 
Swiss surgeons during the last ten years. In about 
50 per cent of the cases of inflammatory cholelithia- 
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sis no infecting agent could be found, even when the 
clinical picture was that of a severe infection with 
high fever and slight icterus and the gall-bladder 
was oedematous, prominent, and cucumber-shaped. 
The pathologists’ explanation that the infecting 
agent may have died is contradicted by the entire 
clinical picture. The dictum of Kehr that only 
20 per cent of persons with gall-stones require 
operation may be true in practice among the rich 
but not in everyday surgery. The high operative 
mortality and the relapses after operation are 
raised as objections to early surgical treatment. 
The causes of an unsuccessful result following opera- 
tion are: 

1. Complications caused by the cholelithiasis it- 
self and its inflammatory extension. 

2. Disturbances of other organs (lungs, heart, 
peripheral vessels) which must be considered as 
essentially the result of degeneration in a worn- 
out organism. Inflammatory and degenerative 
changes are the more marked the more protracted 
the pathologic condition. Causes of relapse after 
operation are pericholecystitis and adhesive peri- 
duodenitis. Congestion of the gall-bladder and 
primary inflammation of the pancreas may also 
lead to these conditions. The frequent appearance 
of fatty stools at the time of the attacks of pain 
points to pancreatitis, a complication to which 
little attention has been given heretofore. After 
careful division of all adhesions and reposition of 
each part, renewed firm fixation is prevented by 
fastening the omentum high up. 

3. Faulty surgical technique allowing stones to 
remain. From this standpoint cholecystectomy 
and early operation constitute the greatest advance 
in surgery of the biliary tract. They remove the 
stone before it becomes migratory or encrusted in 
the passages through secondary inflammation and, 
with the gall-bladder, remove the principal center 
of its development. 

Gall-stone surgery has two aims:(1) to satisfy the 
vital indications, and (2) to remove the stone and 
its place of development. In severe attacks under 
unfavorable conditions the obstruction must be 
removed by the quickest means, whether the stone 
is in the cystic duct or in the choledochus. Cystos- 
tomy at the right spot is one of the best operations 
because nothing further need be done. On the 
other hand, there is, of course, the possibility of 
radically removing the stone by means of primary 
cholecystectomy carried out during the attack or 
in the interval between attacks. With regard to 
cholecystectomy the author states that primary 
division of the cystic duct is the method of choice. 
In this procedure no stone is missed, the surgeon is 
not disturbed by hemorrhage, the liver can be 
raised up to the gall-bladder and, of greatest im- 
portance, the choledochus can be probed from the 
stump of the cystic duct to determine its position 
and to discover hidden stones. If the position of 
the choledochus cannot be determined exactly, it is 
better to begin at the fundus or even to open the 
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gall-bladder, remove the stones, and work from the 
lumen to the mouth of the hepaticus. 

With regard to drainage of the large bile passages 
Hotz states that T-drainage has great disadvantages 
for even in the removal of the short single T-drain 
the choledochus is again torn open so that persist- 
ent biliary fistulae may become established and a 
cicatricial stenosis may develop which may be very 
difficult to overcome. Hotz follows palpation of the 
choledochus with the sound by the use of metallic 
bougies up to size No. 24. The tip of the bougie 
must pass through the papilla into the duodenal 
lumen. The stump of the cystic duct or the opening 
of the bile duct may be closed by suture. In the 
majority of cases it is best, for security, to insert 
nearby a strip of gauze and a drain. 

According to the Swiss statistics the total mor- 
tality is 10.7 per cent. The Swiss figures for benign 
and malignant complications (including carcinoma) 
show 294 deaths to 2,408 operations, a mortality of 
14.35 per cent. In order to obtain better results, 
patients with gall-stones must be operated on 
earlier in life while they still have good resistance, 
rather than later when the heart, lungs, and kidneys 
are no longer capable of bearing strain and the in- 
flammatory processes in the biliary system have 
brought about important anatomical changes. It 
is during youth that the stones and the gall-bladder 
should be removed; in later years it is often better to 
aim only to save life by the simplest operation 
possible—cholecystotomy. 

The Basle statistics show that when cholecyst- 
otomy and cholecystectomy are performed during 
the inflammatory stage the mortality is doubled. 
Nevertheless the tendency to wait for the attack to 
pass cannot always be approved since in severe 
attacks it is impossible to foretell what the outcome 
will be because even when the clinical signs of in- 
flammation have disappeared there is no certainty 
that the virulence of the condition in the biliary 
system is lessened, and because many patients will 
no longer consent to operation when once they have 
begun to improve. As soon as the choledochus 
becomes involved, the mortality in both groups 
rises quickly. 

The only chance for the cure of carcinomata of the 
gall-bladder is given when they happen to be found 
and removed during a cholecystectomy. This oc- 
curs in about 2 per cent of the cases. Carcinomata 
of the gall-bladder are hardly ever operated on 
primarily. The same is true of carcinoma of the 
hepaticus, choledochus, and pancreas. Instead of 
anastomosis, a bougie may be forced into the car- 
cinoma stricture and a rubber drain inserted through 
the tumor from the normal hepaticus above to the 
normal choledochus below. This method is simpler 
than anastomosis and the functional result is good. 
From the Basle figures it appears that cancer shows 
a predilection for tissues prepared by chronic lithia- 
sis. This fact should be given consideration in the 
demand for early radical operation for lithiasis. 

Bort (Z). 
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Winslow, N.: Penetrating Abdominal Wounds. 
Surg., Gynec. & Obst., 1922, xxxiv, 617. 


In reporting thirty-one cases of penetrating 
wounds of the abdomen Winslow emphasizes the 
importance of a thorough abdominal exploration 
when there is doubt as to whether the peritoneal 
cavity has been entered or not. In all bullet wounds, 
however remote the wound of entrance, the abdom- 
inal viscera should be inspected if abdominal 
symptoms develop. If the intra-abdominal struc- 
tures have not been injured the patient has been only 
temporarily inconvenienced by the operation, and 
if a hollow viscus has been injured it may prove a 
life-saving measure. 

Of the thirty-one patients whose cases are re- 
ported, sixteen recovered and fifteen died. —Twenty- 
five were males, and six were females. Twenty- 
three had gunshot wounds, and eight had stab 
wounds. Of the former, thirteen died and ten 
recovered, and of the latter two died and six re- 
covered. H. A. McKnicat, M.D. 


Keenan, C. B.: Traumatic Diaphragmatic Hernia. 
Ann. Surg., 1922, Ixxv, 625. 


Two cases are reported, one treated in military 
practice and one in civil practice. The condition 
was brought quite forcibly to the attention of sur- 
geons during the recent war as occasionally a missile 
traversed the left chest and upper abdomen without 
producing any lesion requiring surgical intervention 
except a wound of the diaphragm followed by dia- 
phragmatic hernia. These cases were recognized 
from the position of the wound and the symptoms 
which were those of a left-sided pneumothorax and 
a localized peritonitis in the left upper quadrant of 
the abdomen. The majority of the cases were sub- 
jected to immediate operation, usually with excellent 
results, but occasionally a case escaped immediate 
attention, possibly because the wound of the dia- 
phragm was small and the hernia of the stomach 
did not develop for some time. 

The first patient whose case is reported in this 
article received a bullet wound of the chest in 1916 
and remained free of symptoms until 1917 when he 
began to suffer from attacks of severe pain in the 
epigastrium. These attacks became more severe, 
and in 1919 were associated with vomiting which 
caused relief. Physical examination revealed the 
ordinary signs of a pneumothorax at the left base, 
and the X-ray showed that the larger part of the 
stomach lay above the diaphragm. 

The operation was done through the chest, 6 
in. of the eighth rib in the postero-lateral region be- 
ing removed. The stomach was easily reduced into 
the abdominal cavity, and the edges of the tear in 
the diaphragm closed with as much overlapping as 
possible. 

The second case reported was that of a man who 
had been struck on the upper part of his abdomen 
by a dehorned bull. He immediately suffered severe 
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pain in the epigastrium, nausea, and occasional 
vomiting, hiccough, shortness of breath, pain in the 
left lower chest during respiration, and shock. 
Physical examination showed marked rigidity in 
the left upper quadrant and marked immobility 
and tympany with a positive coin sound on per- 
cussion in the left lower chest. The diagnosis was 
confirmed by X-ray examination and the hernia was 
repaired as in the first case. 

Rupture of the diaphragm on the left side by 
severe blows on the abdomen occurs moderately 
frequently. The best results are obtained by early 
diagnosis and immediate operation. The method of 
approach may be through the chest or through 
the abdomen. In the great majority of cases the 
use of the thoracic route is much easier, but Keenan 
advises an incision on the antero-lateral surface 
extending partly into the thoracic cavity and partly 
into the abdomen as this makes excision of a rib 
unnecessary, retraction alone being sufficient. 

O. S. Proctor, M.D. 


Le Jemtel: Strangulated Diaphragmatic Hernia 
of the Left Colon of Traumatic Origin (Une 
hernie diaphragmatique étranglée du célon gauche 
d’origine traumatique). Arch. franco-belges de 
chir., 1922, XXV, 570. 

In the case reported laparotomy showed the left 
colon herniated and strangulated for a length of 25 
to 30 cm. through an old gunshot wound of the 
diaphragm. The loop was reduced with difficulty 
even after the diaphragmatic orifice had been en- 
larged. The immediate postoperative results were 
good but abdominal pain recurred the following day 
and the patient died. 

The author states that in diaphragmatic strangu- 
lated hernia operated upon late the question of 
the advisability of resecting the strangulated loop 
arises as in other strangulated hernia. In the 
case reported resection might have saved the pa- 
tient’s life but was not done because the color of 
the loop did not seem to indicate it. Although in 
this instance it was possible to reduce the hernia and 
suture the diaphragmatic orifice through a median 
laparotomy, the author believes an abdominal 
incision parallel with the costal border is better in 
most cases. W. A. BRENNAN. 


Dupont, R.: An Inflammatory Tumor of the Abdo- 
men (Un cas de tumeur inflammatoire de |’abdo- 
men). J. de chir., 1922, xix, 469. 


Dupont reports the case of a man, 50 years of 
age, who, at the age of 20, received a severe injury 
of the abdominal wall. When the patient con- 
sulted his physician in April, 1921, he presented a 
hard mass deep in the iliac fossa and complained of 
a heavy feeling in the lower abdomen and difficulty 
in urination. At an examination made four weeks 
later the mass was found to be enlarged but was 
not adherent to the skin. On palpation it was 
slightly tender, very hard, and not easily defined. 
Apparently it was adherent to the abdominal wall 
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about the umbilicus. Twenty-four hours later 
symptoms of intestinal obstruction developed and 
persisted for two days with slight enlargement of 
the tumor and a temperature of 38.5 degrees C. 

Dupont incised a small abscess just below the um- 
bilicus which led into a very hard fatty tissue. This 
fatty tissue seemed to have replaced both the 
muscles and the peritoneum. Following the incision 
the temperature fell to normal but the patient con- 
tinued to lose weight. An incision was then made 
at a distance from the infected area to expose the 
fatty mass. The latter was found to be fused to the 
small intestine behind and to the fundus of the blad- 
der, which it was necessary to resect. A small 
abscess at the lower pole of the mass was opened. 
The cecum and appendix were free but resection of 
a large part of the ileum was indicated. 

The tumor was composed largely of old fibrous 
tissue with numerous areas of necrosis and showed 
many polynuclear eosinophiles. It was evidently 
inflammatory but not malignant, syphilitic, or tu- 
berculous. The exact point of its origin was not evi- 
dent. The appendix was normal and the bladder 
apparently invaded secondarily. Remnants of the 
urachus were found in the tumor. 

Similar inflammatory tumors have been reported 
by Heyman, Pique, and Mariau. As Dupont did 
not examine the adherent intestine, he is unable to 
ascribe the condition to a chronic latent lesion. He 
does not mention a Meckel diverticulum as a factor. 
These tumors almost entirely lack the cardinal 
symptoms of inflammation, fever and pain, but the 
striking points are their growth and the fact that 
they affect the general health relatively slightly. 
The ideal treatment is excision in the healthy tissue 
and the removal of any areas of infection giving 
rise to a fibrous reaction. H. F. Dunn, M.D. 


Gibbon, J. H., and Flick, J. B.: The Present Status 
of Epiplopexy. Ann. Surg., 1922, Ixxv, 449. 

The surgical methods employed for the treatment 
of cirrhosis of the liver are directed to a part of the 
venous blood going to this organ, to the systemic 
circulation. Irritation of the upper surfaces of the 
liver and spleen and of the under surface of the dia- 
phragm with gauze and the Talma-Morison-Drum- 
mond operation are the methods most commonly 
used. The latter, known also as ‘‘omentopexy” or 
“‘epiplopexy,”’ consists in the fixation of the omen- 
tum in the chest wall. Other surgical measures sug- 
gested for hepatic cirrhosis include ligation of the 
main tributaries of the portal vein, the formation of 
an Eck fistula, anastomosis of the superior mesen- 
teric vein with the ovarian or spermatic and trans- 
plantation of the testicle and spermatic cord to the 
abdomen, and repeated aspiration. Some surgeons 
have resorted to subcutaneous drainage by means 
of silk threads and anastomosis of the saphenous 
vein and the peritoneum. Several French surgeons 
have performed cholecystostomy on the theory that 
the cirrhosis is due to infection through the bile 
ducts. Direct drainage of the liver by puncture has 
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not appealed to many surgeons. Splenectomy has 
been recommended by W. J. Mayo who has obtained 
good results with it, especially in cases in which the 
spleen was large. 

Many papers have been written on epiplopexy 
during the past twenty years. The results reported 
are encouraging in many cases, but in others are 
discouraging. 

Mayo has divided cirrhosis of the liver into two 
types, portal cirrhosis and biliary cirrhosis. This 
classification depends on the etiology and location 
of the increase in connective tissue. Epiplopexy is 
apparently of value in the former type but valueless 
in the latter. 

In the surgically treated cases elaborate tech- 
nique and prolonged anesthesia are avoided. The 
omentum is fixed to the parietal peritoneum by two 
rows of mattress sutures passed through the parietal 
peritoneum and recti muscles about 2 in. from the 
midline, the skin being reflected. Gas oxygen pre- 
ceded by morphine injections is the most satisfac- 
tory anesthetic. 

Synopses of the case histories and the results of the 
operation are given. There were two postoperative 
deaths, one from pneumonia, the other from perit- 
onitis. 

One patient died two months after operation, 
apparently from toxemia. 

One patient died about three months (?) after the 
operation at another hospital; cause of death un- 
known. 

One patient was relieved of all symptoms for 
three years and then died of apoplexy. 

One patient was relieved of symptoms for eighteen 
months and able to work. He then had several pro- 
fuse gastric hemorrhages. These were controlled by 
rest, and the patient was discharged from the hospi- 
tal in good condition. There was no ascites. Death 
occurred four years after the operation; the cause 
of death is unknown. 

One patient is alive and in good health eighteen 
months after operation; he has gained 25 lbs. and 
shows no evidence of a re-accumulation of fluid. 

One patient is alive six months after the operation 
and able to do light work. There has been no re- 
accumulation of fluid. 

One patient, a syphilitic, is alive five years after 
the operation but has not been relieved of his 
symptoms. Mer te R. Hoon, M.D. 


Tédenat: Dermoid Cysts of the Mesentery (Kystes 
dermoides du mesentére). Bull. et mém. Soc. de 
chir. de Par., 1922, xlviii, 403. 

Dermoid cysts of the mesentery are rare. In 1912 
Paskowski was able to collect only forty-three cases 
of cysts in the peritoneal folds: seven in the large 
omentum, one in the small omentum, three in the 
retroperitoneal cavity, and twelve others retro- 
peritoneal in type, one of the mesocecum, two of the 
ascending colon, five of the transverse colon, one 
of the descending mesocolon, and three of the meso- 
sigmoid. 


























The author has operated upon three cases of enor- 
mous muco-dermoid retroperitoneal cysts which 
pushed the intestinal masses in front of them. 

Extirpation is the operation of choice. Paskowski 
cites thirteen collected cases so operated upon in 
which recovery resulted in eleven. In one case it 
was necessary to resect a part of the small intestine. 
Such a sacrifice must be made when a branch of the 
mesenteric artery must be ligated as such ligation 
is certain to be followed by intestinal necrosis. If 
it is possible to avoid the vascular lesion by cutting 
into the thickness of the cystic wall, as the author 
did in one of his cases, the operative procedure is 
simple when the cyst is pedunculated. In one of the 
author’s cases the cyst had a long pedicle traversing 
the right fold of the mesentery and fixed deeply 
toward the spine. The intraperitoneal part of the 
pedicle was 14 cm. long, and the intramesenteric 
part directed toward the spine 5 cm. long. Most of 
this cylindrical pedicle, 15 mm. in diameter, was 
tubulated. Excision of as much of it as possible 
was followed by axial and deep cauterization of the 
stump to destroy the epithelium and prevent recur- 
rence. Total excision would not have been without 
danger to the vessels and other deep organs. 

W. A. BRENNAN. 


Taylor, A. S.: Anomalous Abdomina! Membranes. 
Ann. Surg., 1922, \xxv, 513. 

This is a report based on the first fifty of a series 
of cases operated upon since 1914. Complete sum- 
maries of the cases are appended. The membranes 
found are divided into three groups: (1) hepato- 
duodenal and hepatoduodenocolic, (2) duodeno- 
jejunal, and (3) Jackson’s or pericolic membrane. 

The hepatoduodenal and the hepatoduodenocolic 
membranes run from the cystic duct and a variable 
portion of the gall-bladder to the first portion of the 
duodenum and often extend as far as the pylorus. 
The colic portion of the membrane, when present, 
usually continues downward from the duodenum 
and pylorus to the beginning of the transverse 
colon. It consists of two layers, and is thin and 
transparent. These membranes show a good many 
variations. They interfere with the digestive func- 
tion in various ways, by fixing the duodenum at 
a high level or by causing compression, kinking, or 
torsion. In many cases the stomach has become 
dilated as a result of the continuous partial ob- 
struction and may add to the kinking. 

The anomalous membranes about the duodeno- 
jejunal junction vary considerably. They may cause 
compression, sharp angulation, or other deformities, 
causing marked dilation of the duodenum proximal 
to the obstruction. 

Jackson’s membrane, or pericolic membrane, is a 
membranous formation running from the outer 
side of the cecum and ascending colon up to and 
across these portions of the gut. In some cases it 
involves the cecum and ascending colon up to and 
including the hepatic flexure, while in others it 
may be merely a narrow band at some point on the 
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cecum, ascending colon, or hepatic flexure. It may 
be thin and loose or thick and short, and located so 
as to cause distortion and compression of the gut. 
Compression may be caused by only certain areas 
in the membrane, the rest of it being innocuous. 
Usually it can be slipped freely over the true 
peritoneal coat of the gut and fuses with the latter 
along its anterior convexity, but it may fuse with 
the inner mesocolon. When the bands associated 
with the membrane shorten, the intestine is com- 
pressed, kinked, and distorted. 

The great omentum may have an anomalous 
origin, passing around the hepatic flexure and down 
in front of the ascending colon a variable distance. 
This fixes the ascending colon and the beginning of 
the transverse colon firmly together, and causes a 
sharp angulation at the hepatic flexure. Adhesions 
may complicate the picture. 

These anomalous membranes interfere with peri- 
stalsis by distortion, angulation, or compression, 
thus causing stasis in the cecum and part of the 
ascending colon with resultant fermentation of the 
gut contents, dilatation of the gut wall, and in- 
competence of the ileocecal valve. Taylor believes 
that many of the cases of so-called chronic appendici- 
tis are cases of this type, a theory that would ex- 
plain the failure of simple appendectomy to cure 
them. 

There are two views as to the origin of these 
membranes: (1) that they are congenital and due 
to anomalies produced during the process of fusion 
of the peritoneum after the rotation of the gut; (2) 
that they are due to inflammatory activity in the 
digestive tract, either prenatal or postnatal. The 
evidence in the literature and in his own experience 
convinces the author that they are the result of 
anomalies in the fusion of the peritoneum, and that 
the thickenings sometimes found are due to chronic 
traction or irritation caused by toxins or low-grade 
infections arising within the gut. Because of a 
balance of the fundamental factors involved, the 
membranes, though congenital, may cause little or 
no disturbance until late in life. These factors are 
the resistance and distortion caused by the mem- 
branes, and the muscular and nervous energy of the 
digestive tube. As long as the second factor is 
sufficient to overcome the first, there will be few or 
no symptoms. If the resistance is great and the 
second factor remains energetic, pain will be a pre- 
dominant symptom. As soon as the energy of the 
digestive tube is not sufficient to overcome the 
resistance, the clinical picture is dominated by 
dilatation, stasis, and distension in the right side of 
the abdomen, constipation, and the general symp- 
toms usually grouped under the term “auto- 
intoxication.” 

The physical examination may show the patient 
to be in good color or pasty and sallow. There is 
frequently local tenderness over the most involved 
area. The one factor most necessary for a correct 
diagnosis is a good barium series of the gastro- 
intestinal tract correctly interpreted. Here one may 
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see the apex of the duodenum held high, the pyloric 
end of the stomach to the right of the midline, and 
the pyloric antrum, pylorus, and the first part of the 
duodenum turned up and in, making a typical “‘fish- 
hook” type of stomach. Another feature is sharp 
angulation at the junction of the first and second 
portions of the duodenum. There may be some 
deformity of the duodenal cap. In a case of du- 
odenojejunal membrane, obstruction of the duode- 
num can be made out, chiefly by fluoroscopy. 

In cases of pericolic membrane a characteristic 
feature is relatively high fixation of the hepatic 
flexure, often with sharp angulation or distortion of 
the cecum or ascending colon. Frequently the ileo- 
cecal valve is incompetent, and nearly always there 
is definite stasis in the cecum and ascending colon. 

Primarily, these patients should be under the care 
of an internist for a long period as under such care 
many of them may be relieved and restored to 
usefulness. When the symptoms tend to become 
more continuous and severe in spite of good medica] 
treatment, surgery is indicated. 
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Taylor uses a transverse right rectus incision, just 
above the umbilicus. The membranes are put on the 
stretch by traction on the various organs, and then 
cut. The raw surfaces are covered with catgut 
sutures. Usually the membrane is bloodless. In 
cases of duodenojejunal membrane, in which com- 
pression is due to the upper mesenteric vessels, a 
duodenojejunostomy is done, a generous anastomo- 
sis being made. 

The patient’s position is changed frequently, 
beginning immediately after the operation, and mas- 
sage is begun as soon as possible and continued for 
from four to six weeks. 

The results have been very satisfactory, the pa- 
tients being relieved of pain and discomfort, gaining 
weight, and in almost all cases being enabled to 
resume their former occupations. The longer the 
duration of the disabling symptoms preceding op- 
eration, the slower the rate of recovery. Highly 
satisfactory results were obtained in 84 per cent 
of the cases, and a complete cure in 32 per cent. 

O. S. Proctor, M.D. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Haas, S. L.: Spontaneous Healing Inherent in 
Transplanted Bone. J. Bone & Joint Surg., 
1922, N.S. iv, 209. 


The author discusses the much mooted question 
as to whether a transplanted bone graft acts merely 
as a passive scaffold for the growth of bone or 
takes an active part in the formation of new bone. 
The criterion used for the osteoblastic activity of 
the transplant is the healing of fractured bone. 

Two of several experiments on dogs are reported. 
To obviate any chance of other bony aid in the 
healing of a transplanted phalanx the latter was 
buried in the paraspinal muscles. In seventy-two 
days the excised transplant was shown macroscopi- 
cally and microscopically to be united by a bridge 
of new bone. 

Haas believes that in the osteoblastic cells of a 
live bone transplant placed in a muscle and re- 
moved from all osseous contact there is a sufficient 
store of energy to form a union between the two 
fragments of a fracture produced in such a trans- 
plant, and that because of this very active, inde- 
pendent, regenerative and reparative property 
innate in live bone transplants it is advisable to 
utilize living bone in transplantation whenever 
possible. Davin TEtson, M.D. 


Speed, K.: Growth Problems Following Osteomye- 
litis of Adolescent Long Bones. Surg., Gynec. & 
Obst., 1922, xxxiv, 469. 

Factors influencing the growth of long bones are: 

(1) loss of blood supply; (2) disturbance of the 

endocrine system; (3) inflammation or disease of 





the bone, especially the epiphysis; and (4) injury 
of the bone (fracture with or without injury of the 
epiphyseal cartilage). 

As pointed out by Haas, the nearer the injury 
to the cartilage columns, the greater the disturbance 
of growth. There is a relation also between the 
degree of destruction of the cartilage columns and 
disturbances of the direct blood supply of the epi- 
physeal cartilage plate and growth. 

Acute suppurative osteomyelitis in or adjacent 
to the epiphyseal area may cause thrombosis of the 
immediate blood vessels which later disappears 
Lesser grades of infection, such as non-suppurative 
epiphysitis, may cause the same process. The 
growing cartilage cells are replaced by fibrous tissue, 
and bone trabecule grow across the epiphyseal 
area, completely preventing bone growth. If a limb 
is involved in which only one bone forms the frame- 
work, loss of length may be compensated by skeletal 
readjustments or by added bone growth of the 
remaining epiphysis, but if one of two long bones 
fails to develop, the other continues to grow and 
deformities result which may cause restriction of 
motion of the neighboring joint. 

Experiments have shown that fracture, inflam- 
mation, and operative removal of the cartilaginous 
plate arrest the growth of the epiphysis, but cause 
no disturbance if they involve the shaft of a long 
bone. Therefore at operation vessels leading to the 
epiphysis of greatest growth should be carefully 
preserved. 

Healing of the epiphyseal cartilage plate following 
infection may cause a deposit of bone to pass 
through the interosseous ligament and result in 
cross union. This condition causes limitation of mo- 
tion and possibly deformity of the adjacent joints. 
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The treatment is prophylactic and active. For 

the prophylactic treatment the following rules are 
iven: 

. 1. Early operation should be done on shaft 
osteomyelitis of adolescent bones before the epi- 
physeal areas become involved or their’ vessels 
thrombosed and obliterated. 

2. Extreme conservatism is necessary in draining 
acute suppurative epiphysitis of adolescent long 
bones. 

a. Cut open the periosteum by one longitudinal 
incision; do not reflect it any more than necessary. 

b. Never use a sharp curette in the epiphyseal 
area; wipe out granulations and drain. 

c. Immobilize the limb in a suitable splint or 
dressing. This is best done by traction in extension 
to prevent a pathologic dislocation and to assure 
sufficient drainage. 

3. Warn the child’s parents of the possibility of 
interference with growth and examine the patient 
frequently with the X-ray after healing has occurred. 

4. If growth seems arrested, apply a suitable 
splint or apparatus to prevent deformities while 
waiting for growth to begin. 

5. Protect the skin overgrowing the ends of the 
normal companion bone, so that pressure sores and 
infection may not develop. 

The rules for active treatment are: 

1. Remember the law of nutrient arteries in 
relation to growing long bones. 

2. Unless a bowing deformity in the leg or 
forearm tends to manifest itself rapidly, to cause 
great loss of function, or to threaten skin necrosis, 
splint correction of the extremity should be con- 
tinued for at least one year. 

3. If both the clinical and the X-ray examinations 
during the course of the year show that the growth 
of the bone is arrested, a shaft resection of the 
companion bone, remote from the epiphysis, 
should be performed to equalize length. 

4. If it is quite positively established after two 
or three years that the epiphysis of the damaged 
bone has ceased growing and is obliterated, and if 
the child is young, the analogous epiphysis of the 
fellow bone may be excised to stop its overgrowth. 
Each bone will then grow at an equal rate from the 
remaining epiphysis and there is no danger of bowing. 
The length deformity, however, will persist. 

Rupotps S. Reicu, M.D. 


Morton, J. J.: The Generalized Type of Osteitis 
Fibrosa Cystica: Von Recklinghausen’s Disease. 
Arch. Surg., 1922, iv, 534. 

Although a considerable number of articles have 
been written on the localized form of osteitis fibrosa 
cystica, very little is found regarding the generalized 
type, possibly because it has not been recognized. 

The generalized form has been known as von 
Recklinghausen’s disease since 1910, when von 
Recklinghausen published a description of it. The 
first paper on the subject, however, is credited to 
Hirschberg in 1886. Ringel, in 1918, collected 
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thirty cases, and Roth in 1920 found forty. Morton 
reports one original case and tabulates sixty-two 
from the literature which he groups as follows: 

Group 1. Without giant-cell sarcoma: 

A. With multiple cysts, fibrosis, and malacia 
confined to a few bones (twenty-two cases). 

B 1. With multiple cysts, fibrosis, and predomi- 
nant general malacia (eight cases). 

B 2. With multiple cysts, fibrosis, general malacia, 
and hyperostosis (seven cases). 

Group 2. With giant-cell sarcoma: 

A. With cysts, fibrosis, and tumors, but no 
marked malacia (five cases). 

B 1. With cysts, fibrosis, tumors, and marked 
malacia (sixteen cases). 

B 2. With cysts, fibrosis, malacia, and hyperos- 
tosis (five cases). 

The cases of Group 1 (A), which are the most 
numerous, are usually those of persons under 30 
years of age, and it seems evident that in many 
instances the first symptoms appeared before the 
tenth year. In one case cysts were found at the age 
of eighteen months. These cases are chronic, with a 
good prognosis as to life. Complaint is sometimes 
made of rheumatic pain. Fractures occur easily 
but heal readily. The bones of the lower extremities, 
the ribs, and the skull are sometimes involved. 
Bowing of the long bones often occurs; such de- 
formities are amenable to surgical correction, the 
bone reacting in about the same way as normal 
bone. Microscopic examinations show fibrosis of 
the marrow, numerous cysts, and an occasional 
giant cell. 

Cases in Subdivision B 1 have a general softening 
of all bones, a true osteomalacia. There is marked 
pain with increasing deformity and helplessness, 
the patient becoming anemic, emaciated, and bed- 
ridden. Fractures are numerous. All but one of the 
recorded cases were those of females. The prog- 
nosis is very poor, most cases ending in death as no 
treatment has any effect. The pathologic findings 
are marrow fibrosis, cyst formation, and calcium 
deficiency. 

The cases of Subdivision B 2 are the same as 
those of Subdivision B 1 with the addition of 
hyperostosis which apparently is caused by bone 
deposits laid down simultaneously with the calcium 
withdrawal. The condition somewhat resembles 
Paget’s disease. 

Cases in the last two subdivisions show a sort 
of sinking together of the thorax causing the arms 
to appear too long for the body. This is due to 
the softening of the vertebral column. Pigeon 
breast, scoliosis, lordosis, and deformity of the 
pelvis occur and the patient may acquire an ape-like 
appearance. 

Only a few cases fall into Group 2 (A). The symp- 
toms are pain, swelling, deformity, and fracture. 
The tumors do not seem to affect the course of the 
disease; there is no tendency to malignancy or 
metastasis, and the defects following operation fill 
in readily. The prognosis is good. 
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Subdivisions B 1 and B 2 of this group correspond 
to the same two subdivisions of Group 1 with the 
addition of giant-cell tumors. The patients are an- 
mic and emaciated and the prognosis is poor. Such 
cases have been described as osteomalacia with cysts 
and tumors. 

In his earliest description von Recklinghausen 
regarded generalized osteitis fibrosa cystica as a 
chronic productive inflammation analogous to the 
fibrous changes in cirrhosis of the liver, but later 
he considered it a metaplasia of existing tissue and a 
withdrawal of calcium. 

There is a fairly constant pathologic picture of a 
fibrous marrow made up of finely fibrillar, thready 
connective tissue extending into the cortical bone 
which may contain round cells and resemble granu- 
lation tissue. Osteoclasts and giant cells are found 
but the new formation of bone stops short of com- 
pletion because of some barrier to the deposit of 
calcium. Masses of giant cells which are poorly 
vascularized rarefy and soften and cause the 
formation of cysts with smooth walls but without 
true endothelial lining and containing a clear fluid 
which is yellow or reddish according to the amount 
of blood present. Pathologists are not yet in agree- 
ment regarding the giant cells. Adami considers 
them myeloplaxes, but in Mallory’s opinion they are 
foreign-body giant cells. The latter view is support- 
ed by Barrie, who has produced a medullary giant- 
cell sarcoma experimentally by embedding a piece 
of sterile gauze in the bone marrow. Lubarsch 
claims that the giant cells in this disease are more 
or less full of pigment, that they are clumped 
together, that mitosis is lacking, and that in all these 
points they differ from the giant cells of epulis and 
sarcoma. The benign nature of these cells, however, 
seems firmly established by abundant pathologic 
and clinical evidence. 

The etiology of the disease is unknown. Cultures 
have never been successfully obtained from the 
lesions. Hamann regards both this condition and 
Paget’s disease as due to hypofunction of the hypo- 
physis. There is, no doubt, a disturbance of calcium 
metabolism, and it is possible that calcium is re- 
tained in high content in the blood and excreted 
more rapidly than normally. 

The roentgenogram shows a general translucence 
of the whole bone and a washed-out calcium con- 
tent with a honey-comb appearance where cysts 
have been formed. The marrow cavity is widened 
and irregular, the outline being ill-defined and 
merging imperceptibly into that of the cortex. 
The epiphyses and joint surfaces are not affected 
but the shaft shows marked deformities and angula- 
tion where fractures have occurred. The disease 
can be differentiated from osteomalacia and Paget’s 
disease by the roentgenogram. In the former the 
bone is uniformly rarefied and scarcely more dense 
than the surrounding soft parts. The cystic spaces 
occur only rarely but clear spaces and angular 
deformities are produced by unhealed fractures. 
Paget’s disease shows a rough, irregular periosteum, 
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a tremendously thickened cortical bone, smooth 
curved deformities, and a mottled, cloudy marrow 
space. 

Local treatment seems to be the only treatment 
of any value. When there is marked deformity, 
osteotomy can be done with assurance of obtaining 
union. Bone grafts have been used successfully to 
fill in defects. Nothing is known that will check the 
underlying metabolic process. 

The case reported by the author falls in Group 1 
(A). The patient was a man of 23 years with bowing 
of the thigh bones. He had broken the right femur 
at the age of 3 and again at the age of 16. When he 
was 4 years old he broke his right arm just above 
the wrist, and at 23 years of age his left femur was 
broken. At various times he had had pain in the 
knees and thighs causing more or less disability. 
Examination showed marked outward bowing of 
both femurs, especially the right. The trochanters 
were thickened and high above Nélaton’s line. 
There was no abduction in either hip, but there was 
flexion to a right angle. Slight secondary anemia 
was present. The Wassermann test was negative. 
Roentgenograms showed the skull dotted with clear 
spaces varying in size from that of a pinhead to that 
of a pea. In the right humerus, radius, and ulna 
there was thinning with cyst formation. The 
thumb and index finger bones of the right hand 
showed rarefied areas. The right femur bowed out- 
ward like a shepherd’s crook and was increased in 
thickness throughout its entire length; the great 
trochanter impinged on the ilium; there was marked 
coxa vara and no apparent medullary space; the 
entire shaft was riddled with areas of honey-comb 
spaces and there was a partial fracture at the mid- 
shaft. The left femur was similar to the right. 
Both tibia and fibule showed the same lesions in 
milder form. 

Osteotomy was done in the upper third of the 
right femur. The cortex was so hard that the use 
of a mallet was necessary to drive the chisel through. 
The leg was placed in a cast. Healing occurred 
in four weeks. A second osteotomy was done in the 
lower third eight months later and good alinement 
was obtained. Wiiuram A. CrarkK, M.D. 


Caan, P.: The Nature and Pathogenesis of Paget’s 
Osteitis Deformans (Zur Frage des Wesens und der 
Pathogenese der Ostitis deformans Paget). Beitr. 2. 
klin. Chir., 1922, CxXxv, 212. 

The nature of Paget’s osteitis deformans is still 
vague and the subject of dispute in spite of many 
detailed pathologico-anatomical descriptions. Some 
investigators have classified it among the systemic 
diseases, others have viewed it as the product of 
inflammation, while still others have attributed it 
to a neoplastic proliferation. 

The disease picture, with its complete transforma- 
tion of the external bony architecture and of the 
internal structure of the bone, is characterized by 
three processes: extensive disappearance of the 
calcareous bony substance, transformation of the 

































































normal fatty bone marrow into fibrous marrow 
substance, and abundant periosteal and myelo- 
genous new bone formation to replace the tissue 
destroyed. 

The diagnosis is made certain by the X-ray pic- 
ture. The changes in form and structure of the 
bone, the extent of the process, and the degree of 
deformity come out so characteristically that con- 
fusion with any other bone disease is excluded. 

Few examinations of the blood picture in Paget’s 
disease have been made as yet, and it is only 
recently that the subject has attracted much 
attention. The cases examined are not sufficient in 
number to give a final and complete picture of the 
pathological anomalies of the blood in this condition. 
They show that there are changes in the composition 
of the blood (lymphocytosis and monoleucocytosis), 
but it is not yet possible to deduce from them a 
typical finding which is characteristic and of value 
in the differential diagnosis. 

In no case has urinalysis shown the presence of 
pathologic constituents, but there was frequently a 
marked excess of phosphates explainable by the 
fact that in the wasting of the bone a large quantity 
of the free phosphatic salts enters the blood stream 
and is then excreted by the kidneys. 

The etiology of the disease, as well as its nature, 
has been but imperfectly explained. In the descrip- 
tion of the bony transformation mention has been 
made frequently of important changes in a great 
variety of organs, chiefly the glands of internal 
secretion. Extensive changes in the vascular sys- 
tem have also been described. Changes in the joints 
and affections of the central nervous system and the 
peripheral nerves, which often appear at the same 
time, have been held responsible for the origin of 
the disease. The number of theories is large but 
no single factor as yet brought forward is sufficient 
of itself to explain the etiology convincingly. The 
author’s own opinion is that the cause is less a 
neuropathic disturbance than a dysfunction of a 
number of glands; that the different hormones act 
upon the bone marrow to excite inflammation and 
thereby cause extensive hyperplastic proliferation 
with haemorrhage and consequent degenerative 
transformations. Trauma and other forms of in- 
jurious stimulation take second place as causative 
factors. Hereditary predisposition to the condition 
is not to be denied. 

A very important complication of Paget’s disease 
is the formation of malignant tumors, especially 
sarcoma and carcinoma, which take their origin in 
the proliferated bony tissue and tend to metastasize 
in the bones and internal organs. This complication 
is not infrequently of first consequence in the 
prognosis. The prognosis depends also on the 
location and extent of the disease process and 
on the age of the patient. The more advanced the 
age of the person affected, the more unfavorable the 
prognosis. 

The treatment should be entirely symptomatic 
and directed to building up the general health. 
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Strong warning is to be given against surgical 
interference. Phosphorus and cod liver oil, potas- 
sium iodide, and calcium lactate given internally 
have been partially successful. X-ray treatment, 
either alone or in conjunction with the remedies 
named, has also brought about improvement. The 
same can be said of preparations of the thyroid, 
thymus, and other glands. 

In his own cases the author obtained improve- 
ment by moderate doses of potassium iodide, rest 
in bed, and hot-air baths. It appears that the iodide 
exerts a stimulating influence on the formation of 
osteoid and ossifying supporting substances, and 
that, as the bones become firmer, the subjective 
symptoms tend to subside. Since the thyroid gland 
appears to bear some relationship to Paget’s disease, 
it is possible also that a part of the therapeutic 
effect of the iodide, particularly the retrogressive 
changes in the hyperplastic tissue, is due to an 
increase of the thyroglobulin of the thyroid gland. 

Bove (Z). 


Ewing, J.: A Review and Classification of Bone 
Sarcoma. Arch. Surg., 1922, iv, 485. 


The classification proposed by Ewing is offered 
as a contribution to a much-needed uniform no- 
menclature of bone tumors. Most tumors are not 
simple structures composed of a single type of cell 
but are complex and may contain several kinds of 
cells. Therefore it is not reasonable to classify 
them as round-cell, spindle-cell, or giart-cell 
growths. Instead, the classification should be based 
on the clinical and anatomical conditions which 
usually determine the course of the tumor. 


Classification of Bone Tumors 


Osteoma: Spongy, ivory. 

Chondroma: Pure chondroma, chondromyxoma, 
myxoma: capsular, periosteal, central. 

Angioma: Cavernous. ‘ 

Endothelioma: Angio-endothelioma, diffuse: sol- 
itary, multiple. 

Benign central giant-cell tumor and its variants: 
bone cyst, giant-cell tumor, xanthosarcoma, myxo- 
sarcoma (benign). 

Osteogenic sarcoma: Periosteal, extraperiosteal, 
solid medullary and subperiosteal, telangiectatic, 
sclerosing. 

Myeloma: Plasma cell, lymphocytic, myelocytic, 
erythroblastic. 

Only the cellular forms in this table are dis- 
cussed in this article. 


ENDOTHELIOMA 


Endothelioma of bone has usually been called 
round-cell sarcoma or myeloma, but sufficient is 
now known regarding this form of tumor to establish 
it as a distinct type. Ten cases have been seen by 
the author in the past year. There are three 
anatomical forms: (1) multiple endothelioma; (2) 
solitary angio-endothelioma, (3) diffuse endothe- 
lioma. 
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The multiple form may involve every bone in the 
body. It is a disease of adults with a tendency to 
form metastases in the lungs and lymph nodes. 
Nearly all cases have been fatal. The roentgenogram 
shows multiple central tumors with diffuse bone 
absorption. The growths differ from myeloma in 
that they are not so numerous and do not sharply 
perforate the bone. The cells are of an endothelial 
character, arranged in small groups or sheets, and 
may form alveoli or cysts containing fluid. 

The angio-endothelioma is a single central tumor 
with an expansile pulsation. The roentgenogram 
shows clean-cut destruction of bone. The tumor 
invades the soft parts through displacement instead 
of periosteal involvement, thereby differing from 
the ordinary osteogenetic sarcoma. It recurs after 
amputation and produces metastases. Structurally 
jit is composed of large clear endothelial cells in 
cords and columns enclosing circulating blood. 
Most of the subjects are adults. 

Solitary diffuse endothelioma involves single bones 
in persons under 21 years of age. Early symptoms 
are pain and gradually developing disability. 
Spontaneous fracture may occur after several 
months. Widening and diffuse absorption of the 
entire shaft occur without a trace of bone pro- 
duction. Unlike the giant-cell tumor and sarcoma, 
this growth recedes under roentgen-ray or radium 
treatment. The cells resemble those of the round- 
cell sarcoma, especially after poor fixation, but care- 
ful preparation and study will reveal large, clear 
endothelial cells lining cavities filled with intact 
blood. Some cases have come to a fatal termination 
from pulmonary metastases. Most of the patients 
are of delicate build and show secondary anemia. 
Some of the author’s cases were regarded by other 
observers as cases of osteomyelitis. It is highly 
important to avoid incision into the tumor. The 
limb should be immobilized and treated with 
heavy radium packs and the roentgen rays. 


GIANT-CELL TUMOR AND ITS VARIANTS 


It has long been felt that the scope of these tumors 
is inadequately defined. Some of them do not be- 
have like benign neoplasms. Many of them recur 
after operation, and Gross believed that he had ob- 
served metastases. It is the variants of the disease 
that give rise to the difficulty. The ordinary giant- 
cell tumor probably develops from cysts due 
to a localized osteitis fibrosa. Hamorrhage occurs 
in these cysts and the resulting granulation tissue 
contains disintegrating bone and giant cells. The 
typical tumor of this type progresses slowly with 
pain, swelling, and disability. It occurs usually at 
the end of long bones, beginning near the epiphyseal 
line. A thin shell of bone surrounds the tumor but 
the periosteum is not affected. It is nearly always 
cystic, with a soft semifluid center and a more dense 
periphery. The structure shows a large number of 
giant cells with separate nuclei. This typical form 
is always strictly benign, but osteomyelitis may fol- 
low exploratory incision as the cysts are apt to be- 
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come infected. They may be cured by curettage, 
by the roentgen ray, or radium, and some of them 
disappear spontaneously. 

Xanthosarcoma is classed as a variant of the 
giant-cell tumor because of its central location, 
clinical history, general structure, and course of 
growth, and because xanthoma cells are frequently 
found in typical giant-cell tumors. It is a solid, 
dry tumor with an incomplete bony capsule and a 
yellow color due to large polyhedral cells distended 
with lipoid granules. It responds to roentgen-ray 
and radium treatment. During this treatment 
the limb should be immobilized. These tumors are 
prone to recur after curettage, but the danger of 
metastasis may be disregarded. 

Myxosarcoma is characterized by solid, elastic 
opaque tissue with a small central area of soft 
vascular tissue containing giant cells. It differs in 
structure from the myxomatous areas of osteogenetic 
sarcoma. There are many spindle cells which might 
lead to a diagnosis of malignancy but these cells 
lack the hyperchromatism of malignant tumors. 
Gross transitional forms between this type and the 
ordinary giant-cell tumor as well as the occurrence 
of typical giant cells in the myxosarcoma justify 
its inclusion in the group of giant-cell tumors. 


GIANT-CELL TUMORS OF CARTILAGINOUS ORIGIN 


Masses of cartilage of variable size are sometimes 
found in tumors of this group, a fact from which 
it is concluded that the tumor is associated with 
misplaced particles of cartilage. The texture is 
solid, opaque, sometimes mucinous. Giant cells and 
round cells are numerous, but spindle cells are 
not found. From its cellular character, the growth 
might be regarded as a malignant tumor, but 
several cases are known to have become cured 
following curettage. 

The telangiectatic giant-cell tumor is characterized 
by wide blood spaces and thin strands of spindle- 
cell tissue lined by giant cells. Although this 
tumor contains giant cells, clinical experience puts 
it in the class of malignant bone aneurisms. In 
doubtful cases more attention should be paid the 
main tumor tissue than the giant cells. 

As there are some borderline cases and some cases 
in which secondary giant-cell structure is found in 
osteogenetic sarcoma, it is regarded as hazardous 
to depend upon a pathological diagnosis based on 
a small portion of a tumor removed for examination. 


OSTEOGENETIC SARCOMA 


Osteogenetic sarcoma is the principal malignant 
tumor of bone. There are four distinct types: 

1. Periosteal sarcoma. In its true form this 
appears to arise from the periosteum itself or the 
outer layers. The roentgen ray shows an intact or 
only slightly eroded shaft running through the 
tumor mass which lies at one side. Some of these 
tumors arise from the joint capsule. They are 
frequently encapsulated, growing to enormous size 
and pushing the soft parts before them. The texture 
































varies: some may be soft, cellular, and crumbly, 
while others may contain cartilage which lies in 
strands and provides a firm framework. Micro- 
scopically they show spindle cells with hyper- 
chromatic nuclei. Metastases are the rule, although 
it would appear that some of the encapsulated 
forms could be easily excised. Hyperplastic callus 
and productive periostitis are often mistaken for 
sarcoma. To avoid this error the microscopist must 
base his diagnosis of malignancy on unmistakably 
neoplastic characters and must bear in mind that 
osteogenetic tumors rarely develop within three 
weeks after an injury. 

2. Solid subperiosteal and medullary sarcoma. 
This is the most common form of osteogenetic 
sarcoma. It involves the marrow, shaft, and sub- 
periosteal tissue. It destroys the shaft and may 
cross the epiphyseal line. The periosteum for a 
time acts as a capsule, but eventually yields, when 
the tumor spreads into the soft tissues. The 
growth is solid and usually contains considerable 
stroma of osteoid character, but true bone formation 
is not prominent. Hemorrhage and necrosis occur 
in tumors of rapid course. Spindle, round, polyhe- 
dral, and mononuclear giant cells on a stroma of 
cartilaginous and osteoid tissue may make up the 
bulk of the tumor. The roentgenogram shows a 
fusiform subperiosteal growth without a bony cap- 
sule and an opaque medullary region. The cortex 
is obscured or destroyed. 

3. Telangiectatic sarcoma. This tumor destroys 
the shaft and grows in all directions, breaking 
through the periosteum. In some cases it is made 
up chiefly of blood spaces on a stroma of malignant 
tumor tissue. It is the true malignant bone an- 
eurism, occurs only in young persons, and is rapidly 
fatal. No cures are on record. 

4. Sclerosing osteogenetic sarcoma (so called 
by Virchow). This tumor converts the end of 
the shaft into a solid bony growth of ivory-like 
density. The periosteum is usually intact, but if 
broken, the part of the tumor that grows through 
is more cellular. The growth consists of hya- 
line osteoid tissue or dense bone. Although the 
disease is slow in progress, it is usually fatal and 
metastases occur early. 


MYELOMA 


Myeloma is the only true round-cell tumor occur- 
ring in bone. It arises in the marrow and any one 
of the cell types found normally in the marrow may 
predominate. There are four varieties: (1) the 
plasma-cell myeloma, (2) the diffuse lymphocytoma, 
(3) the myelocytoma, and (4) the erythroblastoma. 
The plasma-cell myeloma is usually a multiple, 
painful, perforating tumor causing general cachexia 
and proteinuria. Metastases are the rule and may 
involve all the organs. The diffuse lymphocytoma 
is composed of typical small lymphocytes. The 
myelocytoma may involve the entire marrow 
cavity and destroy the shaft. The cells are large and 
mononuclear with prominent hyperchromatic gran- 
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ules. The erythroblastoma contains cells rich in 
hemoglobin and is a striking brownish red. The 
largest form of this type occurs in the ribs. 

All the myelomata cause more or less marked 
cachexia and anemia and Bence-Jones proteinuria. 
Rapid destruction of bone, spontaneous fractures, 
and collapse of joints and vertebre occur, and there 
is no bone production. The tumors recede rapidly 
under roentgen-ray and radium treatment, but the 
ultimate prognosis is unfavorable because of ex- 
tensions and metastases. 


PROGNOSIS AND TREATMENT OF BONE TUMORS 


The prognosis and treatment of bone tumors 
should be revised in the light of our present knowl- 
edge regarding roentgen-ray and radium treatment 
and the nature of the growths. The suspicion of 
sarcoma should not be taken as a signal for operation 
but should call for thorough consideration of the 
clinical history, the roentgen-ray findings, and the 
results of therapeutic tests with radium and the 
roentgen ray. The goal ina great many cases should 
be non-operative treatment. Myelomata and en- 
dotheliomata yield rapidly to the roentgen ray 
and radium. Osteogenetic sarcoma and chondro- 
sarcoma are not materially affected by radium. 
The more experienced the pathologist, the less 
prognostic importance he attaches to the micro- 
scopic findings and the more to the clinical manifes- 
tations. Tumors in the same group vary in malig- 
nancy and blanket rules do not apply. 

Giant-cell tumors have usually been treated by 
curettage, but this method sometimes results in 
osteomyelitis or septicemia, and there is a possibility 
of producing metastases by liberating cells into the 
blood stream. These disastrous results may be 
avoided by the use of radium. Radium should be 
applied externally through the intact skin. It 
should never be inserted into a curettage cavity as 
the radiation makes the tissue more susceptible to 
infection. 

Myeloma has an unfavorable prognosis under any 
form of treatment, but roentgen-ray and radium 
therapy are the methods of choice. 

There seem to be no reports of a surgical cure of 
angio-endothelioma or of its treatment by physical 
agents. Because of its multiple origin and early 
metastasis, the prognosis is unfavorable. The dif- 
fuse endotheliomata, however, regress quite rapidly 
under radiation. The osteogenetic sarcomata vary 
widely in their response to treatment. There are 
five grades: 

1. Encapsulated extraperiosteal fibrosarcoma: 
fibrous, cartilaginous, or osteoid stroma in excess 
of cells; prognosis fair. 

2. Sclerosing medullary and periosteal sarcoma: 
course slow; metastases appear very late. 

3. Cellular spindle-cell periosteal sarcoma: 
stroma scanty or absent; some cures by surgery and 
other methods. 

4. Solid cellular central and subperiosteal sar- 
coma: some surgical cures of early cases. 
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5. Very vascular cellular telangiectatic sarcoma: 
some surgical cures of early cases. 

After seven years’ trial of radiation in the treat- 
ment of osteogenetic sarcoma, the author offers 
the following conclusions: 

1. The histologic changes and the clinical course 
show that it is possible to give an effective dosage 
of the roentgen rays or radium to all parts of many 
osteogenetic sarcomata when the tumors are ac- 
cessible from all sides. 

2. The growth of the cells may be retarded so 
that they produce calcific material, dense hyalin 
stroma, or bone. 

3. Cellular tumors without much stroma may 
disappear. 

4. Tumors with much intercellular material can- 
not be made to disappear but may be sclerosed or 
ossified so that growth stops. 

5. The majority of true osteogenetic sarcomata, 
although retarded in growth, usually prove fatal 
through metastases. The possibility of a cure by 
amputation acts against conservative treatment, but 
as in certain cases life has been sustained for some 
time by heavy radiation it is possible that this form 
of treatment distinctly postpones metastasis. 

6. By the proper selection of cases and judi- 
cious supplementary surgery, the roentgen ray and 
radium may be made more efficient in the treat- 
ment of osteogenetic sarcoma. 

WiitraAM A. CrarK, M.D. 


FRACTURES AND DISLOCATIONS 


Codman, E. A.: Pathologic Fractures. 
Gynec. & Obst., 1922, xxxiv, 611. 


Surg., 


In this article Codman gives a résumé of the 
subject as found in the current literature. He 
discusses the literature, etiology, pathology, differ- 
ential diagnosis, prognosis, treatment, prophylaxis, 
theory, and research. Reference is made to Blood- 
good’s dictum that fracture as the symptom of 
onset in a central lesion suggests a bone cyst, and 
if the patient is 15 years of age or younger, it may be 
looked upon as almost pathognomonic. In the dis- 
cussion of the etiology almost every human activity 
is mentioned. A pathologic fracture implies a 
trivial cause acting on abnormal bone. 

Because sarcoma is dealt with especially, Codman 
has not gone into the question of pathology deeply, 
mentioning merely a few features which probably 
account for the different characters of the fracture. 
The differential diagnosis depends upon careful 
pathologic, clinical, and X-ray examinations and 
even with these it is sometimes very difficult. 
With the exception of fractures caused by new- 
growths, pathologic fractures tend to unite without 
much delay. 

The treatment depends upon the pathology. 
Exploratory incision and expert pathologic opinion 
are the first requisites. Evacuation of the contents 
followed by crumpling-in of the walls and re-aline- 
ment of the bone is sufficient. In cases of giant- 








INTERNATIONAL ABSTRACT OF SURGERY 


cell tumor the wound should be opened widely 
and every bit of “current jelly”’ tissue removed. 
In hopeless cases in which amputation has been 
refused or is unwarranted, the X-ray, radium, and 
Coley toxins should be employed. 
F. W. CarRuTHERS, M.D. 


Smith, M. K.: Premature Ossification After Sep- 
aration of the Lower Epiphysis. Ann. Surg., 
1922, Ixxv, 501. 


In the case reported by the author the lower end 
of the left radial epiphysis and a thin shell of bone 
from the posterior surface of the diaphysis were 
separated and the styloid process of the ulna was 
fractured in an accident. The displacement was 
reduced under anesthesia with a fair result. Eight 
months later there was prominence of the head of 
the left ulna. The X-ray showed obliteration of the 
epiphyseal line of the radius. At the end of a 
year roentgenograms showed complete ossification 
of the radial epiphysis and almost entire disappear- 
ance of the ulna. Two years later the patient re- 
ported that he had good use of his wrist but that the 
head of the ulna was prominent. The left radius 
was 34 in. shorter than the right, while the two 
ulne were of the same length. 

A review of the literature shows that epiphyseal 
separation is not uncommon but an arrest of 
growth following such an injury is rare. The prog: 
nosis should always be guarded. 

R. S. Reicu, M.D. 


Von der Huetten, F.: The Treatment of Fracture of 
the Patella (Zur Behandlung der Kniescheiben- 
brueche). Fortschr. d. Med., 1922, xl, 174. 


According to experience in a great number of 
cases of fracture of the patella in the clinic of the 
University of Giessen, the choice of operative suture 
depends upon whether the patella is fractured alone 
or the so-called reserve extensor apparatus, the 
lateral ligaments, is also torn. In the first type of 
case there is no displacement of the fragments and, 
though there is pain, the leg can be extended. When 
there is associated injury of the capsule of the 
patella and the lateral ligaments, the knee function 
is definitely destroyed even though the dislocation 
in the area of fracture is slight. Peripatellar and 
prepatellar catgut sutures are preferred to wire 
sutures because a number of investigators (Brunn, 
Kocher, Thiem) found that in the majority of 
cases in which the wire sutures were used they 
were injurious. By accurate suturing of the lateral 
ligamentous apparatus in over-correction, the 
fragments of the fracture are firmly pressed against 
one another and ideal bone repair and good function 
are obtained. 

After the operation the leg is kept in a splint for 
fourteen days. Passive and active movements are 
then begun. At the end of three weeks, when the 
patient is allowed to get up, medico-mechanical 
treatment, consisting of hot-air baths, early lateral 






































movement of the patella, and massage of the 
quadriceps muscle, is given. 

In open fractures of the patella it must be left to 
the judgment of the surgeon whether a primary 
suture should be done. In secondary suture great 
difficulties are caused by adhesion of the fragments 
to the condyles of the femur and retraction of the 
quadriceps muscle. In the cases of patients carry- 
ing insurance the functional results, in spite of 
perfect healing, were never as good as in those 
who were uninsured. Hence there should be long- 
continued after-treatment and observation of in- 
sured patients and later a reduction in the high 
pension to which they were at first entitled. 

ENGEL (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Morison, R.: The “‘Bipp’’ Method of Treatment; 
Bone Cavities and Bone Grafts. Surg., Gynec. & 
Obst., 1922, Xxxiv, 642. 

In discussing his use of “‘bipp”’ today the author 
recalls his early method of treating infected war 
wounds and the difficulty experienced by surgeons 
in developing a technique which would insure the 
success the method seemed to promise. 

After a proper technique was developed the 
results were uniformly successful. The method 
developed by Morison is applicable to the closure 
of infected wounds without drainage and to bone 
cavities and bone grafts. He describes it as follows: 

“The fact may be recognized that radical opera- 
tion in these cases may be a difficult and prolonged 
one, and it always requires patient, persistent per- 
severance. A large incision is essential to allow of 
proper access, and it is important to remove suffi- 
cient of the sclerosed bone covering the cavity to 
see every part of it. ... Askilled assistant should 
take out every particle of bone as it is separated; 
otherwise healing of the wound may be delayed 
until it is taken out or extruded. When possible, 
the operation should be done with a tourniquet to 
allow of satisfactory inspection and to prevent the 
serious loss of blood which may follow one hour or 
more of operating. If there is any doubt felt as to 
seeing the whole cavity, aided by a bull’s eye light, 
I pack it with ‘bipped’ gauze, close the incision 
by interrupted sutures over this, and at the end of 
two weeks, dress the wound, take out the sutures, 
re-open it, remove the gauze, fill the cavity with 
fat grafts, and resuture, if there is no sign of wound 
infection. 

“* As the cases show, it is possible to obtain healing 
of these septic cavities by first intention, and 
though some of them may take a long time, failure, 
as I have proved, is an infrequent event. In my 
experience the greatest obstacle to prompt recovery 
is the difficulty of securing a healthy skin covering 
for these fat-filled cavities. Skin flaps are apt to 
slough, and skin edges united immediately over the 
packing are apt to separate and expose the under- 
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lying fat. In spite of this exposure, the fat, if pro- 
tected, is not extruded, but after a long time becomes 
vascularized, the granulations which develop on it 
join those of the wound edges, and healing occurs 
with a very small linear depression—not at all 
resembling an ordinary bone cicatrix. I have 
watched with great interest this happening in many 
cases which I have had the opportunity of observing 
for weeks, until healing had at last followed. Scor- 
ing flaps is sometimes sufficient to prevent death of 
them from arrest of circulation by cedema, and this 
should always be done. In doubtful cases, such as 
those with multiple cavities or those in which it is 
difficult to see to the bottom, operation in two stages 
is an advance on our earlier methods, and we have 
recently adopted it when skin flaps are necessary 
to cover the cavities, especially in such positions as 
in the head of the tibia, which are specially difficult. 
In these instances, after preparing the cavity, we 
outline the skin flap by a deep incision all round, 
except at the side to be left as a future pedicle. 
By this means we hope that in three weeks the 
circulation through the pedicle, increased by cutting 
off the blood supply from other directions, will 
suffice to nourish the flap, but our experience with 
this method is still insufficient to allow of confident 
statements. 

“The only addition I have made to the methods 
described in the ‘bipp’ book is that now the skin 
around the wound is dusted with sterile boracic 
powder before the wound is dressed. It is also not 
always wise to aim at the surgical triumph of a 
wound healed under a single dressing left untouched 
for three weeks. Blood escaping into the dressing 
makes it moist, and especially when old scars are 
present these are apt to break down and produce 
raw septic areas which interfere with primary heal- 
ing. A second dressing performed at once with 
gauze wrung out of spirit may save the situation, 
and it is preferable to the ‘pickling’ which we 
found so serviceable in the earlier and more strenu- 
ous days during the war. If the wound is at all 
moist, dressings should be changed daily until it is 
dry.” 

Numerous case reports of exceptional interest 
are given in detail. Joun Duntop, M.D. 


Page, C. M., and Perkins, G.: Some Observations 
on Bone Grafting: with Special Reference 
to Bridge Grafts. Brit. J. Surg., 1922, ix, 540. 


The authors define a bridge graft as a bone im- 
plant filling a definite gap in a bone and ultimately 
becoming part of that bone. As all of the cases 
recorded were those of adult males, the new bone 
formation from the periosteum seen in children is 
not considered. 

Brief reference is made to the various theories 
advanced to explain the fate of bone grafts. Gallie 
believes that capillaries grow’into the graft from the 
host bone and that blood circulation is established 
throughout the graft. The bone cells on the surface 
of the graft may live and proliferate; those in the 
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haversian canals die. Absorption of bone begins at 
once and subsequently involves the whole graft. 
Leriche and Policard maintain that the whole graft 
dies. 

The authors believe that some portion of the 
graft lives and becomes incorporated with the host 
bone. They cite one case of ununited fracture of 
the radius with a loss of 414 in. of bone in which, 
within a month of its implantation, an autogenous 
graft cast off a superficial portion of itself which 
was killed by inflammation and became consolidated 
within the host bone. 

If the bone graft acts only as a scaffold, as Gallie 
believes, sterilized grafts would be of the same value 
as autogenous grafts. Two cases are cited in which 
beef-bone grafts were used. Neither graft assumed 
the appearance or activity of normal bone. These 
two cases confirm the general evidence that compact 
beef bone is useless as a bridge graft. 

The tibia provides the most satisfactory bone 
graft, but if a curved graft is required, a rib graft 
may be used. The graft should consist of compact 
bone, periosteum, and cancellous bone. According 
to the author’s views, periosteum plays little part 
in the re-formation of bone in the adult. The cancel- 
lous bone serves as a route along which new bone 
formation extends from the host bone into the shaft. 
The graft should be 2 or 3 in. longer than the gap 
to be bridged. The more substantial the graft the 
less liable it is to fracture. 

Fixation methods differ. The authors state that 
pegging one end of the graft into the medulla and 
fitting the other end into the medulla by an inlay 
splint is the most sound mechanical method. One 
end of the graft is driven firmly into the medullary 
cavity of the most mobile fragment. In the other 
fragment the authors cut a slot in the compact bone 
about 1 mm. narrower than the graft and tap the 
opposite end of the graft into it. 

If necessary, catgut, kangaroo tendon, or wire 
ligatures are used to bind the graft in place. If the 
host and graft do not remain in apposition, their 
subsequent union is doubtful. The use of foreign 
material, such as wires, pegs, bolts, and plates, 
should be avoided if possible. 

Infection and successful grafting are not incom- 
patible providing the graft is firmly embedded. 
Cases proving this are cited. 

Graft fractures are of two types, early and late. 
The early fracture often takes place while the limb 
is firmly immobilized. It occurs only at the junction 
of the host bone and the graft and is due to osteo- 
clasis without subsequent bone formation. Late 
fractures, which are caused by strain, may occur 
at any time up to two years from the date of opera- 
— Their site is usually about the middle of the 
grait. 

Postoperative treatment consists of a six-weeks 
stage of rest in plaster of Paris fixation, a stage of 
partial function in a splint allowing joint motion, 
and a stage of full function when the graft has be- 
come consolidated as shown by roentgenograms. 
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The success of grafting varies in different bones. 
The radius can be grafted with the greatest ease. 
In the ulna the operation is less satisfactory. The 
humerus offers few difficulties. Grafting in the 
lower third of the tibia has a doubtful prognosis. 

Joun MitcHett, M.D. 


Lovett, R. W.: The Diagnosis and Treatment of 
Some Common Injuries of the Shoulder Joint. 
Surg., Gynec. & Obst., 1922, Xxxiv, 437. 


The author is of the opinion that the symptoms of 
injury or inflammation of the shoulder joint may be 
more clearly interpreted by reviewing certain an- 
atomical peculiarities. 

In the course of evolution, the shoulder joint has 
changed from a weight-bearing joint to a hanging 
joint supporting a considerable load. It is the only 
joint not held together by ligaments against gravity. 
It possesses the widest range of motion of all of the 
joints, being movable in every direction. It is 
loosely attached to the skeleton through a movable 
base, the scapula. Consequently certain movements, 
such as abduction, depend upon co-relation of the 
shoulder-girdle muscles. Some of the muscles are 
intimately related to the joint structures, their 
tendons merging into the capsule. Some of these 
tendons are separated by burse. The most impor- 
tant of the bursz is the subdeltoid. With regard to 
their strength and leverage, the muscles of the 
shoulder are arranged to favor the adducted 
position of the arm. 

In the treatment of injuries of the shoulder joint 
the arm should be abducted from the side and held 
there to remove the weight from the capsule and 
supporting muscles. This position counteracts the 
pull of the pectoralis major and the latissmus dorsi, 
preventing their adaptive shortening. 

The author advocates the use of the platform 
splint for fixation in the abducted position as the 
only efficient treatment for moderate and serious 
injuries of the shoulder joint. In cases in which the 
attachment of the supraspinatus is torn away and 
in cases of chronic subdeltoid bursitis surgical 
treatment may be necessary. 

Joun W. Powers, M.D. 


Straub, G. F.: Deltoid Paralysis and Arthrodesis 
of the Shoulder Joint. Surg.,Gynec. & Obst., 1922, 
XXXiv, 476. 


Paralysis of the deltoid muscles will render a 
normally functioning forearm and hand worthless 
because it prevents control of their movement. As 
a result the forearm and hand muscles ultimately 
become atrophied from disuse and are rendered as 
useless as the deltoid itself. 

The treatment may be preventive, palliative, or 
curative. Preventive treatment attempts to pre- 
vent complete paralysis by the use of electricity, 
gymnastics, and massage. Complete restoration of 
function by this means is doubtful. The necessary 
braces and splints should be employed to prevent 























over-stretching of the muscles and subluxation of 
the shoulder joint. 

Palliative treatment consists of the use of appa- 
ratus suggested by Hoffa, Vulpius, Silver, and others 
to fix the shoulder joint in the most advantageous 
position. 

The curative measures are: (1) nerve grafting, 
(2) muscle transplantation, and (3) arthrodesis of 
the shoulder joint. 

Various methods of nerve grafting have been em- 
ployed by different surgeons, such as transplanting 
the fifth nerve into the sixth cervical, the median, 
ulnar, and radial into the axillary, the subscapular 
into the axillary, and the fifth into the seventh cer- 
vical. The results of these procedures are still 
doubtful. 

Muscle and tendon transplantation have given 
somewhat better results. The paralyzed deltoid has 
been replaced by the pectoralis major or, as in 
Hoffa’s cases, by a part of the trapezius. 

The best result is given by a true bony ankylosis 
of the shoulder joint. The operative procedure is 
as follows: 

The joint is opened by an incision 4 in. long ex- 
tending from a point 1 in. internal to the acromio- 
clavicular joint to the outer side of the pectoro- 
deltoid groove, and the biceps tendon is displaced 
laterally. The capsule is then dissected from the 
anatomical neck sufficiently to permit dislocation 
of the head of the humerus. All the cartilage of 
the head of the humerus and glenoid cavity is re- 
moved down to the spongiosa, and the lower surface 
of the acromion is exposed. The head is then re- 
turned to the capsule in close apposition to the 
glenoid cavity and the acromion. The arm is ab- 
ducted at right angles to the body, somewhat in- 
wardly rotated, and slightly flexed to the position 
of election. A hole is then drilled through the 
acromion and into the center of the head of the 
humerus. Into this hole a dowel-peg obtained from 
the tibia is inserted. A tenodesis of the biceps 
tendon is then performed at the intertrochanteric 
groove, the wound is closed, and the shoulder is im- 
mobilized in a plaster cast. 

Rupotps S. Reicu, M.D. 


Krukenberg, H.: Substitution of the Opponens 
Pollicis Muscle (Ueber Ersatz des Musculus op- 
— pollicis). Ztschr. f. orthop. Chir., 1921, xlii, 
178. 

To overcome the loss of the opponens pollicis 
muscle the author uses a portion of the superficial 
flexor muscle of the middle finger. The operation 
is performed in the following manner: 

A skin incision is made from the center of the 
wrist joint to the proximal joint of the middle 
finger, exposing the superficial flexor tendon of this 
finger. One-half of the tendon is split up from the 
proximal joint to the wrist joint by notching the 
transverse carpal ligament. Flexing and extending 
the fingers renders it easier to get around the super- 
ficial palmar arch and the crossing branch of the 
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median nerve. A longitudinal incision is made on 
the radial side of the first metacarpal bone and 
a tunnel formed in the ball of the thumb. The 
split tendon is then drawn through to the meta- 
carpus and securely sutured to the latter while 
the middle finger is extended and the thumb is laid 
in the hollow of the hand to relax the tendon. The 
hand is then bandaged in this position for thirty 
days. 

The result is perfect. The thumb can be placed 
over the hollow of the hand without closing the 
fist. An essential condition is, of course, normal 
movement of the second to fifth fingers. Porr (Z). 


Bearse, C.: Amputation Stumps and Their Adapta- 
tion to Artificial Limbs. Surg., Gynec. & Obst., 
1922, XXXiV, 541. 


On the basis of their adaptation to artificial 
limbs the author compares the amputation stumps 
of discharged soldiers with those of civil surgery. 

The results of the service amputations seem to 
have been exceptionally satisfactory, evidently be- 
cause the cases were kept under observation until 
the artificial limb was worn with comfort for a 
sufficient period of time. 

“The outstanding feature about these cases was 
that they were treated through to the actual walk- 
ing stage. How different was the story related by 
several limb makers who were interviewed. They 
stated that in civil practice most of their cases 
were referred by others similarly maimed; very few 
were referred directly by the surgeon; of those that 
were so referred very few were still under the sur- 
geon’s observation. But more than this, they 
stated that in many instances in selecting the 
amputation site the surgeon apparently gave no 
thought to the future usefulness of the stump. 
Owing to a lack of interest on the part of the sur- 
geon in the interval between the operation and the 
fitting of the limb, many patients reported with 
deformities, such as flexion contraction, which 
could have been prevented and which seriously 
interfered with obtaining maximum service from 
the prosthetic appliance. In other words, lack of 
co-operation between the limb maker and sur- 
geon frequently caused bad results which were 
preventable.” 

Because of these observations the author dis- 
cusses the essential points regarding the site and 
type of the amputation and the -most common 
complications. 

The article is summarized as follows: 

1. Do not lose sight of your patient after an 
amputation until a properly fitted limb has been 
prescribed and is worn. The sooner it is worn, the 
better. 

2. Instruct patients that if they have pain at 
any later date, they should return to you rather 
than to the limb maker. 

3. There is no standardized apparatus for 
stumps of the upper extremity. As a general rule, 
save as much as possible, avoiding joints. 








214 


4. In the lower extremity avoid tarsal amputa- 
tions. Nothing is gained by them, and there may be 
disagreeable complications. 

5. The success of the Symes amputation is due 
to the fact that it is end-bearing; if doubtful re- 
garding the outcome, amputate at the point of 
election. 

6. The ideal site for amputation of the leg is 
6 to 8 in. below the knee. Try not to make 
the stump any shorter. There is nothing gained 
by having it longer; greater length may be detri- 
mental. 

7. In treating stump complications, it should 
always be borne in mind that the longer the patient 
goes without his artificial limb, the longer it will 
take him to become accustomed to wearing it again. 

Joun Dun top, M.D. 


Bennett, G. E.: Lengthening of the Quadriceps 
Tendon. J. Bone & Joint Surg., 1922, n.s. iv, 279. 


In order to give a better understanding of his 
operation for lengthening the quadriceps tendon, 
the author reviews the anatomy of the anterior 
thigh. The crureus muscle which lies on the anterior 
surface of the shaft of the femur in the lower third 
is easily tied down by adhesions interfering with 
the function of the other three muscles forming the 
quadriceps. 

Bennett believes that changes within the knee 
joint are comparable to the changes to be expected 
in the ankle joint if the tendo achillis were length- 
ened to correct an equinus deformity which had 
persisted for a long time. Capsular changes are an 
’ entirely secondary consideration. 

In one case cited in which the loss of motion 
had persisted for more than seventeen years the 
operation described restored flexion to 90 degrees. 
No contracture of the capsule was noted at opera- 
tion. 

A comminuted fracture of the patella resulted 
in a stiff knee. This was corrected by reducing the 
size of the patella. No capsular contraction was 
noted. Fractures of the femur resulting in adhe- 
sion of the quadriceps muscle groups to the bone 
and fractures of the tibia and fibula with partial 
ankylosis of the knee yielded to the tendon length- 
ening operation. 

The conclusions drawn by the author on the 
basis of his experience are: 

1. Contraction of the quadriceps without adhe- 
sions will cause a loss of knee function. 

2. Contraction and adhesion between the muscles 
themselves or between the muscle and bone will 
cause loss of knee flexion. 

3. Capsular changes are not as constant as mus- 
cular changes; knee joints that cannot be forcibly 
flexed before the tendon is released can be flexed 
easily afterward. 

4. Contraction of the muscular tissue will prob- 
ably follow long immobilization for inflammatory 
knee-joint disease, but such joints, if sensitive, 
should not be operated upon. 
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The patient’s position on the operating table 
should permit too degrees of knee flexion. This is 
obtained by extending the leg over the operating 
table. 

A straight incision extending from the middle 
of the patella to the junction of the middle and 
lower thirds of the femur is made on the anterior 
surface of the thigh through the subcutaneous 
tissues and fascia. By lateral blunt dissection, the 
vasti, the attachment of the rectus, and the cap- 
sule of the joint are exposed. If there are adhe- 
sions, the exposure is made to permit a thorough 
inspection. 

In a simple contraction not associated with ad- 
hesions of the tendon and muscles to the femur, 
only the tendinous section is cut free from its mus- 
cular attachments. This is done by means of a 
linear incision on each side of the tendon, extending 
from the attachments of the rectus femoris to the 
patella. These parallel incisions are made deep 
enough to include the tendinous section of the 
crureus and are connected with a short incision 
across the tendon at its upper margin. The entire 
tendon is dissected free from the rectus to the 
patella. When the tendon is completely detached, 
the knee is flexed gently and any points adherent 
to the capsule are cut. Flexion is carried to 90 
degrees. The leg is then brought to 80 degrees of 
flexion and the tendon reattached to its muscle at 
this level by means of kangaroo tendon or braided 
silk. 

If marked adhesions are present in the lower 
thigh, dissection of the vasti from the femur may 
be necessary. Fat or fascia may be placed between 
the bone and muscles. With the tendon slipped 
down to its new position, a gap is left at the 
lower end of the rectus. This is closed by mattress 
sutures through the vasti. If a rectus tendon is 
found which is independent to a point about 
1 in. above the patella, it is cut free at its lowest 

oint. 

Plaster-of-Paris immobilization follows. The knee 
is kept in 80 degrees of flexion for three weeks. 
The plaster is then cut and passive motion is begun. 
At the end of the fourth week active contraction is 
encouraged. Massage is usually begun at the end 
of five weeks. The return of the power to extend 
the leg is slow, in some cases requiring a year. 

Joun Mrircuett, M.D. 


Simon, R., and Stulz, E.: Cases of Accidental 
Injury to the Knee Joint Treated by Incision 
and Primary Suture and Cured with Perfect 
Functional Results (Quelques cas de _plaies 
accidentelles de Varticulation du genou traitées 
par l’excision et la suture primitive et guéries avec 
intégrité fonctionnelle absolue). Rev. de chir., 
Par., 1922, xli, 134. 

The authors have treated injuries of the knee 
joint by excision and primary suture with excellent 
results. The histories of five such cases are given. 
In two, the injuries were due to cutting instruments 





























and in three were contused wounds. Most of them 
were contaminated. In each case the operation was 
done about an hour after the accident. The opera- 
tive field was first carefully cleansed with ether. 
Following the excision a small silkworm-gut drain 
was inserted and the synovia, peri-articular tissues, 
and the skin sutured primarily. 

The synovial wound always healed by first 
intention but in some cases there was .a slight 
slough of the cutaneous edges which retarded 
cicatrization for several days. This slough was due 
to disturbances of circulation rather than infection. 
The temperature rose above 38 degrees C. in only 
two cases. In one case there was swelling of the 
knee. 

After the operation the limb was placed in a 
splint or a posterior plaster apparatus and the 
quadriceps femoris was massaged. The patient was 
instructed to contract the muscles of the leg and 
foot several times during the day. A few days after 
the operation the immobilization apparatus was 
removed and the patient instructed to make 
flexion movements of the knee without aid. After 
ten days the apparatus was entirely removed, and 
after three to four weeks the patient was permitted 
to get up. W. A. BRENNAN. 


Schulz, O. E.: A New Method of Operative Treat- 
ment of Foot Deformities. J. Bone & Joint 
Surg., 1922, n.s. iv, 219. 

After operation the calcaneus deformity is held in 
the corrected or over-corrected position only with 
extreme difficulty. The correction of the heel de- 
formity is difficult because there is only one bone 
and this bone is deformed. Different surgeons per- 
form different operations on the calcaneus to reduce 
the deformity incident to flat-foot. 

The author attempts to cause supination of the 
heel by means of a strong tendon and at the same 
time to secure adduction and inward rotation of 
the heel. His method is as follows: 

The tendon of the peroneus longus is cut in the 
sole, pulled out behind the external malleolus, and 
brought to the inside between the gastrocnemius 
and the flexor digitorum to the posterior part of the 
internal malleolus. Then, through a canal between 
the plantar side of the calcaneus and the plantar 
ligament, the tendon is passed backward under the 
calcaneus to the outside of the calcaneus where it 
is fixed to the periosteum. At the same time the 
heel is placed in inward rotation, adduction, and 
supination. Contraction of the transplanted tendon 
will then produce adduction, supination, and in- 
ward rotation. 

Schulz cites two cases in which the operation was 
performed with good results. 

For club-foot he recommends cutting the tendon 
of the flexor longus hallucis in the sole, bringing it 
behind the malleolus externus and back to the inside 
of the heel under the calcaneus, and attaching it to 
the periosteum. One case is described, a case of 
double club-foot in a girl 8 years old which followed 
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poliomyelitis at the age of 4 years. Two operations 
had been performed previously on each foot but 
were unsuccessful. The operation described was per- 
formed on both feet, and a plaster dressing was 
applied and kept on for ten weeks. After ten weeks 
the patient was able to walk for an hour without any 
apparatus and without difficulty. 
Frank G. Murpuy, M.D. 


Wachter, A.: A New Operative Method for Flat- 
Foot (Neue Plattfussoperationsmethode.) Zéschr. f. 
orthop. Chir., 1921, xlii, 168. 


After a critical review of the bone and tendon 
plastic surgery used in the treatment of flat-foot 
Wachter presents an operation based upon entirely 
new principles. He makes no use of the mobility 
between the cuneiform and the navicular bones or 
between the cuneiform and the first metatarsal. 
As this mobility is of no account in walking or 
standing, he establishes here a firm osseous union. 

A hook-shaped incision is made from the medial 
side of the proximal joint of the great toe, parallel 
to the extensor tendon of the great toe, as far as the 
tendon of the tibialis anticus and then down and back 
to two finger-breadths below the internal malleolus. 
The inner and under margin of the tarsus having 
been laid bare, a slightly lateral convex incision is 
made over the entrance of the tarsal sinus, and 
after longitudinal division of the fascia pedis, the 
insertions of the short extensors of the toes are 
pushed aside, down and outward. The bridge of 
skin between the two incisions, together with the 
extensor tendons, the dorsalis pedis artery, and the 
peroneus nerve, is separated from the skelcton of 
the foot. A small Kocher probe is then inserted 
laterally from the head of the talus, medially and 
posteriorly from the inner part of the bifurcate lig- 
ament, andin front of the ligamentum talocalcaneum 
interosseum. It is then directed somewhat obliquely 
forward and medially between the ligamentum 
calcaneo-naviculare teres and the ligamentum 
acetabuliforme to the medio-plantar side of the 
tarsus. A Gigli saw is introduced into this canal 
and drawn under the bridge of the soft parts of the 
back of the foot. The foot is then sawed toward a 
point on its medial border 2 cm. distal from the 
tuberosity of the first metatarsus. 

In this manner the tarsus is divided into two 
unequal parts which move on each other easily. 
The medial and smaller includes the greater part 
of the navicular and first cuneiform bones, a small 
portion of the second cuneiform, and the base 
of the first metatarsal. In the correction of the 
flat-foot, the medial portion is moved forward. If 
necessary, a tenotomy of the tendon of Achilles is 
done. The bones are fixed to one another by strong 
silk or wire sutures and projecting margins are 
removed. The divided fascia pedis must be care- 
fully sutured, particularly on the inner border of the 
foot. 

The postoperative treatment consists of two 
weeks of over-correction in plaster-of-Paris, two 
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weeks of active movement with hot-air treatment 
and massage, and two weeks of walking with a large 
solid arch support. After one year the supports 
may be discarded. 

With absolute preservation of the muscles and 
ligaments, a solid bony bridge from the talus to the 
proximal articulation of the great toe is formed and 
a good foot obtained. 

With displacement of the cut surfaces in the 
opposite way, this method can be used in the treat- 
ment of pes adductus and club-foot. All irreparably 
deformed and functionally unserviceable flat-feet 
in persons over 20 years of age should be thus 
treated, if possible before ankylosis has taken place. 

Simon (Z). 


Whitman, A.: Astragalectomy and Backward 
Displacement of the Foot: An Investigation 
of Its Practical Results. J. Bone & Joint Surg., 
1922, n.s. iv, 266. 

Astragalectomy and backward displacement of the 
foot gives good results in the hands of any competent 
orthopedic surgeon. Moreover, as postoperative 
care is by no means as exacting as that of trans- 
plantation and similar operations, it is a method 
well adapted to the public clinic in which post- 
operative co-operation is not of the best. 

The procedure was originally designed for talipes 
calcaneus and still finds its greatest usefulness in 
this condition although its field has expanded. To- 
day it constitutes 75 per cent of all operations per- 
formed for foot deformity, being used for dangle 
foot and as a last resort, for paralytic varus and 
valgus deformities. 

Whitman has taken for special study sixty of 890 
cases operated upon, viz., the first ten of each year 
with the exception of 1919, of which the first twenty 
were used. 

He holds that corrective procedures on the foot 
depending on bony ankylosis due to apposition of 
bleeding bone surfaces are failures. In the Whitman 
operation bony union is not expected, and does 
not occur, although the reshaped malleoli are laid 
in a freshly chiselled bed. 

The classical operation is described with the 
notation that the peronei are now divided in only 
exceptional cases. The foot being placed in moder- 
ate equinovalgus, walking in the cast is encouraged 
at the end of three weeks. In two to three months 
the cast is removed and a shoe with a cork wedge in 
the heel is worn. 

The results were satisfactory in 85 to 90 per cent 
of the cases. Of eight failures, four are laid to 
insufficient backward displacement of the foot, and 
the others to a varus deformity due either to faulty 
placing of the malleoli in their beds or an unap- 
posed tibialis anticus which should have been trans- 
planted at the same or a subsequent operation. 
Of the sixty patients only fourteen are now wearing 
braces, and all of the latter are wearing them 
because of paralysis above the knee. 

Davin TEtson, M.D. 
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Destot, E.: A New Method of Astragalectomy (Sur 
un nouveau procédé d’astragalectomy). Rev. di 
chir., 1922, xli, 131. . 

Destot describes a new method of removing the 
astragalus which is especially applicable to gunshot 
injuries in which the projectile, passing in the 
malleolar region, fractures either the internal or 
external malleolus and more or less involves the 
tibial plateau. In other conditions he prefers Ollier’s 
astragalectomy. 

The steps of the operation described are as 
follows: 

1. A vertical incision 6 cm. long is made descend- 
ing along the postero-internal border of the tibia, 
curving at a right angle, passing over the base of 
the internal malleolus horizontally, coming for- 
ward at the junction of the anterior border of the 
internal malleolus with the tibial plateau, and 
from there turned to the dorsal surface of the foot 
above the tubercle of the scaphoid. This incision is 
carried down to the bone on the first stroke. 

2. Oblique osteotomy of the internal malleolus 
is done and the malleolus detached en bloc from the 
tibial plateau. 

3. The articular capsule and the ligaments of the 
neck of the astragalus are disinserted. 

4. The foot is luxated outward. 

5. The astragalus is ablated by disinsertion of 
the latero-internal ligaments and the posterior 
ligament. The bistoury is inserted between the 
astragalus and calcaneus to cut the interosseous 
ligaments. The bone is easily extirpated by rota- 
tion. 

6. The foot is then replaced and the internal 
malleolus sutured. 

7. Tamponade and drainage of the cavity are 
done. 

According to the author this procedure is ex- 
tremely easy and will make astragalectomy a 
more frequent operation. While Ollier’s method, 
which is laborious, is of value in tuberculosis of the 
astragalus, the new method is more suitable for 
traumatic cases. W. A. BRENNAN. 


MacLennan, A.: The Treatment of Congenital 
Hallux Varus. Surg., Gynec. & Obst., 1922, xxxiv, 
549. 

The author presents two cases of congenital 
hallux varus, in which the deformity was corrected 
by the following procedure: 

The structures on the inner side of the foot were 
divided by an incision just back of the metacarpo- 
phalangeal joint, at right angles to the axis of the 
toe, and the toe then forced into alinement with the 
other toes. The raw surface at the site of the in- 
cision caused by this manipulation was covered 
with the redundant tissue excised from the web 
between the great and second toes. After the op- 
eration plaster of Paris was applied. 

In cases of duplicity of the toe, a wedge is removed 
from the tissue of the fused toes, half being taken 
from each. Joun W. Powers, M.D. 
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SURGERY OF THE SPINAL COLUMN AND CORD 


Pirtle, R. T.: Fracture and Dislocation of the Sec- 
ond Cervical Vertebra in a Child: Case Report. 
Internat. J. Surg., 1922, Xxxv, 1621. 

Fractures of the upper cervical vertebre are com- 
paratively rare during childhood. In adults, cer- 
vical fracture constitutes about 30 per cent of all 
fractures of the spine. 

The author reports the case of a child of 18 
months who was struck by an automobile, its 
head being caught between the wheel and the fender 
and violently twisted. Temporary loss of conscious- 
ness followed. The only external evidences of in- 
jury were a small scar under the right eye and a 
bruise on the point of the chin. There were no signs 
or symptoms of pressure on the spinal cord. 

X-ray examination showed dislocation and frac- 
ture of the second cervical vertebra. The child 
was kept in a hospital bed for six weeks with 3-lb. 
traction on its neck, a chin and occiput strap being 
used. It was then taken home, against advice, 
before it was fitted with a head brace. While at 
home it refused to lift its head from the pillow even 
though it raised its body on its knees. A crutch 
type of brace with posterior bars extending along 
the back of the neck to the occiput and with brow 
and chin straps was applied about one week later. 
Seventeen weeks from the time of the accident it 
walked and played around without discomfort. The 
brace was worn four months. It was removed at 
night, but the child would not raise its head from the 
pillow in the morning until the brace had been re- 
applied. Ultimately it became able to sit up without 
the brace and today shows no evidence of injury. 

The author calls attention to the great amount of 
damage that had been done the vertebral column 
without injury to the spinal cord. If this patient 
had been older the ideal method of treatment 
would have been a plaster-of-Paris jacket with a 
grow band. The brace had the advantage that it 
bave the child freedom of its body at night. 

WALTER C. Burkert, M.D. 


Hibbs, R. A.: Fracture-Dislocation of the Spine 
Treated by Fusion. Arch. Surg., 1922, iv, 399. 


Fracture dislocation of the spine is a condition 
overlooked in a large percentage of cases, the symp- 
toms persisting from six months to twenty-five 
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Lusena, G.: The Late Paralysis of the Ulnar Nerve 
Following Fractures of the Distal Extremity of 
the Humerus (Le paralisi tardive del nervo cubitale 
successive a fratture dell’estremo distale dell’omero). 
Chir. d. organi di movimento, 1922, vi, 139. 


Late paralysis of the ulnar nerve following injury 
is rare, considering the large number of fractures 


years before a diagnosis is made. Of the twenty- 
two cases reported, the lesion was in the lumbar 
region in seventeen, and in eleven of these in the 
fifth lumbar vertebra. The great frequency of 
injury to this vertebra is explained by two factors: 
(1) the mechanically difficult angle at which the 
vertebra articulates with the sacrum, and (2) the 
great frequency of congenital anomalies in its 
development, size, and shape, and its plane of 
articulation with the first sacral vertebra. 

A history of injury was obtainable in seventeen 
of the cases. The average length of time between 
the injury and the operation was nine months, but 
in six cases the lesion was acquired in childhood, the 
symptoms not appearing until adult life when 
completed ossification of the vertebra destroyed 
their capacity for accommodation to the changes in 
shape and position. 

In thirteen cases operation disclosed a fracture 
of the body and processes, and in nine cases, a 
fracture of the processes only. There was no evi- 
dence of nerve root or cord injury, but complaint 
was made of pain in the neck, shoulders, or back, or 
of weakness and pain of sciatic character in one or 
both limbs. The site and character of the dislocation 
governed the signs noted on examination. Lumbar 
fractures were characterized by limitation of 
motion and pain on extension due to impingement 
of the spines. 

Very careful X-ray examinations were of value 
merely in indicating the need of operative inter- 
ference but by no means denoted the extent of the 
injury or the changes in the adjacent joints. 

Fusion was efiected by the classical Hibbs 
method. Emphasis is placed on the importance of 
care in separating the periosteum in an unbroken 
sheet and arresting all haemorrhage by means of 
gauze packs. At least one healthy vertebra above 
and below the injury was included in the fusion. 
After eight weeks of rest in bed, the use of a Taylor 
spine brace for two to four months is indicated. 

The rationale of the treatment is that the symp- 
toms were caused by the mobility of the altered 
joints and ununited fractures and this motion would 
be eliminated by fusion. The results bear out this 
reasoning as complete relief was given in every case. 

Davip R. TEtson, M.D. 


NERVOUS SYSTEM 


of the distal extremity of the humerus which 
recover without presenting nerve complications. 
The author reports two cases and refers to those 
found in the literature. Neel, in 1919, collected ten 
cases, in one of which the interval between the 
injury and the appearance of the paralysis was 
fifty years, and Hohmann in 1921 reported a similar 
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case in which the paralysis developed seventeen 
years after the injury. 

The author’s first case was that of a woman of 
21 years whose left arm was deformed as the result 
of an injury received nineteen years previously. 
Electrical treatment and massage gave excellent 
results. 

The second case was that of a man of 45 who 
sustained an injury to the left elbow forty years 
previously and four years later fractured the right 
elbow. Examination showed deformities of both of 
the upper limbs and severe paralysis of the ulnar 
nerve in the right arm. A large fibrous pseudo- 
neuroma was resected. Subsequently the patient 
was able to resume his work but there was absence 
of sensation in the region of the ulnar nerve. 

An old fracture of the capitellum humeri, espe- 
cially if it is followed by valgus of the elbow, is a 
fundamental condition of late paralysis of the 
ulnar nerve, as is also forced and prolonged flexion 
of the elbow. In fractures of the capitellum cured 
with valgus of the elbow the ulnar nerve is so 
greatly distended that it may be injured by the 
excessive tension and pressure of flexion of the 
elbow. Whatever its cause, valgus is an important 
factor increasing the distension of the nerve. 

In some of the cases in the literature and in the 
author’s first case simple electrical treatment and 
rest effected a cure; in others, neurolysis failed to 
cause improvement. In severe cases of degenera- 
tion resection of the nerve may be necessary. In 
cases less severe, but with marked valgus, a cunei- 
form supracondylar osteotomy, the excavation of 
an epitrochleo-olecranon trough, or transposition of 
the ulnar nerve to the front of the humerus may 
give good results. W. A. BRENNAN. 


Engel, H.: A Case of Paralysis of the Upper Plexus: 
Duchenne-Erb Paralysis Following Operation 
for Torticollis (Ueber einen Fall von oberer 
Plexuslaemung (Erbscher Laehmung) nach Schief- 
halsoperation). Arch. f. orthop. u. Unfall-Chir., 
1922, Xx, 61. 


An operation performed on a girl of 8 years for 
torticollis of the left side was followed by paralysis 
of the left deltoid, the biceps, and the supinator 
longus with degeneration. The paralysis was noticed 
three weeks after the operation when the plaster- 
of-Paris dressing was removed and is now disap- 
pearing. 

The operation was performed under general 
anesthesia with oblique suspension of the head in a 
Glisson suspender and traction on the arm of the 
affected side. Resection of a piece of muscle at the 
bifurcation of the sternocleidomastoid was done and 
a plaster-of-Paris dressing was applied with the 
neck in slightly exaggerated correction. 

In the literature the author has been able to find 
the reports of only two similar cases. In both of 
these there was complete recovery from the paraly- 
sis. According to French investigations, traction on 
the plexus plays an important réle in the origin 
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of Duchenne-Erb paralysis. Studies made on the 
cadaver to determine the conditions of tension in the 
usual operation for torticollis disclosed the fact that 
it was with the dividing of the insertion of the sterno- 
cleidomastoid that the entire plexus, particularly 
its fifth and sixth roots, was forcibly stretched when 
the head was markedly inclined and the arm drawn 
diagonally to the side and back. In this procedure 
the nerves are bent over the transverse processes of 
the fifth and sixth vertebre and then or later are 
injured. Therefore, even in the first days following 
an operation for torticollis, an examination for 
signs of paralysis should be made in order that the 
dressing may be loosened in time. 
Moskowicz (Z). 


Laewen, A.: Freezing of the Sciatic and Saphenous 
Nerves in Painful Angiospastic Conditions of 
the Lower Extremities (Vereisung des Nervus 
ischiadiacus und des Nervus saphenus bei angio- 
spastischen Schmerzzustaenden der unteren Ex- 
tremitaet). Muenchen. med. Wehnschr., 1922, \xix, 
389. 

The author has been successful in treating the 
severe pain of senile gangrene during the waiting 
period up to the time of demarcation by freezing 
the sciatic nerve. 

The case reported was the second one with 
angiospastic attacks of pain of arteriosclerotic 
origin in which good results were obtained. The 
cold foot again became warm, and after nine months 
the patient was still free from pain and the expected 
gangrene had not appeared. The course and the 
result of the examination of the capillaries are 
reported in a detailed history. The operation was 
done under local anesthesia. The sciatic nerve was 
exposed, anesthetized with 5 c.cm. of 4 per cent 
solution of novocaine, bluntly divided into halves, 
and then frozen for twenty minutes with the author's 
apparatus. The saphenous nerve was treated in the 
same way for ten minutes. Following this procedure 
small blebs and ulcerations developed but they 
quickly disappeared. The motor paralysis did not 
disappear but the sensory paralysis receded par- 
tially. It is a well-known fact that protracted 
attacks of pain precede the gangrene. In this case 
the vascular spasm lasted fifteen hours. 

Under similar circumstances, Zwirn and Hayem 
resected the peroneal and tibial nerves success- 
fully. 

The author discusses in detail the effect of the 
freezing paralysis on: (1) the pain, (2) the disturb- 
ances in circulation, and (3) the development of 
trophic ulcers. 

The pain is relieved, but there is a motor paralysis 
of the foot. The return of sensation in the skin 
was rapid in the eighth and ninth months. 

The examination of the capillaries yielded some 
interesting findings. At first there was a loss of 
tone in the smallest arteries and capillaries. After 
about half a year the condition was the same 
as on the other side, but the vessels showed no 





























adaptability to the static changes of blood pressure, 
dilatation occurring when the legs hung down. 
Vascular spasms did not return. On the application 
of heat the dilatation of the capillaries was more 
marked than on the other side. Evidently this was 
not due to the division of the nerve as Bier was 
unable to demonstrate any influence of the nerves 
upon reactive hyperemia (diseased vascular sys- 
tem?). 

The trophic disturbances appearing after the 
freezing are of great interest since no cicatrix is 
formed at the point of the freezing and therefore 
in the regeneration this area is not the source of 
stimuli favoring the development of trophic ulcers. 
The interval up to the time of appearance of such 
lesions was six months. 

According to Leriche, adhesions are responsible 
for a persistent irritation which acts as a vasodilat- 
ing stimulus. This would explain the interval up 
to the time of the appearance of the ulcers. Bruen- 
ings lays stress on the importance of defective 
regulation of the vessels, disturbances of the se- 
cretion of sweat, and also perhaps special trophic 
disturbances, in addition to the loss of sensory 
impulses. The main factor is the stimulation which 
is carried to the sympathetic nerve probably by 
way of the spinal cord. This is indicated by the 
occurrence of healing after resection of the neuroma 
and before regeneration of the nerve. However, as 
this stimulation is absent after freezing, other 
conditions must be responsible to some extent. 

The development of ulceration occurs about 
simultaneously with the more marked regeneration 
in nerves. Palpation in the area of sensation causes 
pain in the terminal ramifications (Hoffmann’s 
symptom). The author believes that there may be a 
developmental stage in the regeneration of nerves 
which acts as a tissue stimulant without being 
sufficient for other reactions (uninnervated tissue). 
Therefore there may be a critical stage of regenera 
tion which predisposes to trophic disturbances. In 
the case reported the ulceration on the heel had 
disappeared after eight and one-half months, but 
the more peripheral granulating part had not 
healed. 

Because of its harmlessness, the procedure de- 
scribed is preferable to the Wietung operation. 
The technique may be still further improved. Per- 
haps the freezing may be done more deeply so that 
the foot muscles are not paralyzed. The advantage 
of higher freezing lies in its effect upon more ex- 
tensive areas of the vascular system. 

KULENKAMPFF (Z). 


Heile: Surgical Treatment of Non-Traumatic 
Sciatica (Zur chirurgischen Behandlung der 
nichttraumatischen Ischias). Zentralbl. f. Chir., 
1921, xlviii, 1869. 

The simplest non-surgical treatment of sciatica, 
and one which, in from 50 to 70 per cent of the cases, 
brings about a cure, consists of intraneural injec- 
tions of novocaine and common salt. Heile states 
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that it is absolutely necessary to make the injections 
between the nerve strands as the fluid must loosen 
adhesions. Large quantities must therefore be 
injected. Alcohol injections are justified only in 
neuralgias of the terminal branches of individual 
sensory nerves. Stoffel’s method is indicated only in 
exceptional cases. 

Heile operated on eleven cases by exposing the 
trunk of the sciatic nerve at the foramen ischiadicum 
(neurolysis). In nine cases a permanent cure 
resulted. In two cases there was recurrence with 
sciatic root symptoms; subsequent resection of the 
second and third posterior sacral roots resulted in 
a cure which, to date, has lasted four years. 

Heile shows a series of microscopic drawings 
demonstrating how intraneural inflammatory ad- 
hesions may be the cause of sciatica, and gives 
photographs, taken when the trunk of the sciatic 
nerve was exposed, to show that varix of the vena 
comitans and false insertions of the pyriformis 
muscle are also responsible for sciatica by causing 
traumatic injury. Extirpation of the varicose 
veins and of the muscle resulted in a cure. 

In the discussion of this paper when it was read 
before the Surgical Society at Heidelberg, Valentin 
pointed out that Edinger and Reinhardt had already 
claimed that varicose veins are responsible for sciatica, 
and inquired of the lecturer whether the adhesions 
of the nerves shown in the pictures were not to be 
attributed to the endoneural injections. To the 
second question Heile replied in the negative, and 
in reference to the first remarked that the varicose 
formation had already been described by Quénu. 

VALENTIN (Z). 


Gill, A. B.: The End-Results of the Stoffel Opera- 
tion in Cases of Spastic Paralysis. Arch. Pedial., 
1922, XXXIX, 320. 

In cases of spastic paralysis the absence of cere- 
bral control causes the larger and stronger muscles 
of the limb to overcome their more feeble antagonists 
so that a deformity is produced. At first this de- 
formity is functional but later it becomes anatom- 
ical. 

In the upper extremity the deformity is manifested 
by flexion of the elbow, the wrist, and the fingers, 
and pronation of the forearm. In the lower extrem- 
ity there is flexion of the knee, adduction of the 
thigh, and plantar flexion of the foot. 

The object of the Stoffel operation, a partial se- 
lective neurectomy, is to obtain a muscular bal- 
ance of power by reducing the innervation of the 
stronger muscles and, in part, breaking the vicious 
circle of the peripheral reflex arc which causes the 
spasticity. 

The nerve is exposed, freed from the surrounding 
tissue, partially retracted out of the wound, and 
separated into its constituent bundles. The bundles 
are then tested with the electrode and the nerves 
which supply certain muscles are excised in whole or 
in part, according to the requirements of the case. 

H. A. McKnicat, M.D. 
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CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Luebbert, A., and Luebbert, H.: The Genesis and 
Therapy of True Tumors (Genese und Therapie 
der echten Geschwuelste). Hamburg: Behre, 1922. 


True tumors owe their origin to the tendency of 
cells to regenerate along false paths. Precarcinom- 
atous diseases, mechanical, thermic, actinic, and 
chemical stimulation may favor tumor growth. 
The cell reacts first with a loss of protoplasm re- 
sulting in a bare nucleus. This nucleus is then 
destroyed or carried away by the wandering cells, 
or disappears in the neighboring cells. Only an 
injured cell, in the struggle for self-preservation, can 
exert such a phagocytosis on a neighboring nucleus. 
A cell so impregnated represents the mother cell 
of the tumor cells, the center of proliferation. 

Highly developed tissue, like striated muscle and 
specific nerve cells, possesses only a limited power of 
regeneration and therefore rarely undergoes blasto- 
matous proliferation. Such a change occurs more 
frequently in the less highly differentiated tissues, 
such as epithelium, connective tissue, periosteum, 
bone marrow, and lymphatic tissues. Repeated 
cell division due to physiological or external causes 
(caustics, crural ulcer, gastric ulcer) also favors cell 
proliferation along false paths. The more the fre- 
quency of cell division is increased by any kind 
of stimulation, the greater the possibility of malig- 
nant degeneration. 

If the communication from cell to cell is easy be- 
cause of little interstitial substance, a reciprocal 
nuclear phagocytosis results all the more readily. 
The cell loaded with potential energy by the 
absorption of a nucleus produces daughter cells 
which endeavor to separate themselves from their 
surroundings and, as a result, become freed from 
the regulating influence of the organism and grow 
excessively. 

The blastoma cells vary in their form and func- 
tional valency according to the nature of the 
nuclear material absorbed and other factors. In 
some instances special cell forms give rise to mixed 
tumors. Such centers of proliferation developing 
from nuclear phagocytosis are very difficult to find. 
They lie in the normal intermediate portion of the 
tumor area and in the normal periphery of the 
neoplasm. May (Z). 


Ravaut, Boulin, and Rabeau: A Variety of Benign 
Suppurative Poradeno-Lymphitis of Septicz- 
mic Type and Its Relation to Subacute In- 
guinal Lymphogranulomatosis (Sur une variété 
de poradéno-lymphite suppurée bénigne a forme 
septicémique; ses rapports avec la lymphogranu- 
lomatose inguinale subaigué). Presse méd., Par., 
1922, XXX, 453. 


The authors call attention to a variety of adeno- 
pathy of unknown nature which is almost always 





suppurative and fistulous and generally situated in 
the region of the groin although it may occur also 
in other areas, especially the neck. This condition 
is generally accompanied by an increase in the size 
of the liver and spleen and a change in the blood 
picture which indicate its infectious nature. The 
port of entry is almost always in the skin or mucosa. 
The organism responsible is unknown. 

Attention has been called to the condition by vari- 
ous authors from time to time, beginning with Chas 
saignac in 1859. Nicolas, Durand and Favre, and 
Gaté claimed that it is usually of venereal origin. 
Their histologic findings, however, are open to 
doubt as they classed the condition as subacute 
inguinal lymphogranulomatosis with glandular pur 
ulent foci comparable to Hodgkin’s disease. 

During the past two years the authors have ob- 
served and studied many cases of the affection. 
They state that it frequently extends beyond the 
limits of the inguinal glands and assumes the ap- 
pearance of a generalized disease involving all the 
lymphopoietic system and varies in its intensity 
despite its chronicity. It appears always to evolve 
in a benign manner. Certain cervical adenopathies 
which have been considered tuberculous seem to 
belong to this group. 

On account of the benign character of the condi- 
tion the authors believe it erroneous to compare 
it to Hodgkin’s lymphogranulomatosis which is 
malignant. An accurate name cannot be given it 
until the infectious agent has been isolated. Further 
research will show whether this agent is a protozoén 
or a bacterium and whether it is responsible for all 
adenopathies. In order to prevent confusion in the 
meantime the authors suggest designating it as 
“benign suppurative poradeno-lymphitis of septi- 
cemic type” on account of its evolution and its 
extension to the lymphopoietic system. 

The clinical details, differential diagnosis, treat- 
ment, etc. are dealt with. W. A. BRENNAN. 


SERA, VACCINES, AND FERMENTS 
Carrel, A., and Ebeling, A. H.: Heat and Growth- 
Inhibiting Action of Serum. J. Exper. M., 
1922, XXXV, 647. 

It is known that plasma or serum obtained from 
an adult animal restrains the growth of a pure cul- 
ture of homologous fibroblasts. The purpose of the 
experiments reported in this article was to study the 
modifications occurring in the rate of growth of 
fibroblasts when the serum composing the culture 
medium had been heated to various temperatures. 

For their work the authors obtained serum from 
the plasma of chickens about one year old which 
had been fasted for twenty-four hours. The results 
are summarized as follows: 

The action of heat at 56 degrees C. increased the 
inhibiting action of serum obtained from young adult 

































chickens on the proliferation of fibroblasts by 15 
per cent. The action of heat at 70 degrees C. 
increased the inhibiting action by 34 per cent. When 
the serum was heated to too degrees C., its in- 
hibiting action became about equal to that of non- 
heated serum. Therefore heated serum contains a 
factor which markedly inhibits the growth of 
fibroblasts and develops at, or resists, a temperature 
of 70 degrees C. 

These experiments confirmed the results obtained 
by another investigator in a study of the growth of 
guinea-pig bone marrow in homologous serum un- 
heated and heated to 56 degrees C. The growth of 
bone marrow was found to be more extensive in 
unheated than in heated serum. The differences in 
the action of both sera were more striking than in 
the experiments reported herein. This was due to 
the fact that the investigator used a medium con- 
taining a very large amount of serum and observed 
lymphocytes instead of fibroblasts. 

The increase of the inhibiting power of serum after 
it had been heated to 56 and 70 degrees C. may be 
considered as due to the production by the heat of 
a change which renders the serum more toxic for 
homologous fibroblasts. It may be attributed also 
to the destruction of substances presenting the 
same heat resistance as complement and ambo- 
ceptor and partly protecting the cells against the 
inhibiting action of a third substance resisting heat 
at 70 degrees C. Serum modified by heat acts in 
an opposite manner on heterologous tissues. Heated 
serum is a better culture medium for heterologous 
cells than unheated serum. 

Recently the authors have found that the in- 
hibiting action of dog, rabbit, and cat serum heated 
to 56 and 66 degrees C. on the rate of multiplication 
of fibroblasts is very much decreased. It seems 
that the factors which protect the organism against 
foreign cells and bacteria might also oppose the 
growth-inhibiting factor of serum and allow the 
cells to display a greater activity. 

The results of the authors’ experiments are 
summarized briefly as follows: 

The inhibiting action of homologous serum on the 
proliferation of fibroblasts in vitro was increased 
after the serum had been heated to 56 and 70 degrees 
C. This action decreased after the serum had been 
heated to 100 degrees C. Grorce E. Bemsy, M.D. 


BLOOD AND LYMPH VESSELS 


Wilson, G.: Brachial Monoplegia Due to Throm- 
bosis of the Subclavian Vein. Am. J. M. Sc., 
1922, Cclxiii, 899. 

The author reports two cases of brachial mono- 
plegia with thrombosis of the subclavian vein. 

Case 1. The patient was a negro, aged 25 years, 
who awoke from a three-hour nap with numbness 
and swelling of the right arm. There was no pain, 
headache, or other symptom. 

Examination showed a questionable weakness of 
the lower half of the right side of the face. The 





GENERAL SURGERY — MISCELLANEOUS 221 


posterior cervical glands were slightly enlarged. In 
the right arm, which was paralyzed and greatly 
swollen, there were no tendon reflexes. The swelling 
was doughy, and pitted on pressure. Several large 
blebs were present on the extensor surface of the 
forearm. The radial and brachial pulses could not 
be felt. The other extremities were normal. The 
lungs presented signs of acute bronchitis, and the 
right upper lobe showed signs of infiltration. The 
heart was normal. No tubercle bacilli were found in 
the sputum but a guinea-pig injected with centri- 
fugalized sediment of the sputum died of tuberculosis. 
There was a mild secondary anemia. The white 
blood count was below 10,000. The Wassermann 
reaction was negative. Blood cultures was sterile. 
ag temperature ranged between 99 and 104 degrees 

The patient recovered considerable power below 
the elbow, but practically none above. The radial 
pulse returned as the swelling of the arm subsided. 
Atrophy of the supraspinatus, infraspinatus, deltoid, 
and biceps muscles was noted. The patient died. 

Autopsy revealed miliary tuberculosis with casea- 
tion of the mediastinal, cervical, and retroperitoneal 
lymph nodes. The subclavian vein was not dis- 
sected out. 

Case 2. The patient was a negro lead worker, 
aged 22 years, who had been treated previously for 
secondary syphilis, bubo, and tertiary syphilis. He 
had given up his work with lead because of the 
symptoms of lead poisoning. One morning he 
awoke with intense swelling and paralysis of the 
entire left arm. After the first twenty-four hours, 
which were free from pain, severe pain developed. 
About thirty incisions made in the arm were followed 
by the discharge of considerable serum and sub- 
sidence of the swelling. 

Six weeks later the left arm was completely para- 
lyzed, with loss of the deep reflexes and impairment 
of all sensation below the elbow. The swelling had 
completely subsided. There was_ considerable 
atrophy of the muscles of the left hand and forearm. 
The Wassermann test of the blood and spinal fluid 
was negative. The patient was treated with anti- 
syphilis remedies, massage, and galvanism. At the 
present time sensation and motion in the extremity 
are returning and the author believes that recovery 
will be complete. 

Wilson believes that the etiological factor in the 
first case was tuberculosis and in the second case 
syphilis. He states that phlebitis of the large veins 
draining the upper extremity is rare. 

Wa ter C. Burkert, M.D. 


Moore, C. A.: A Case of Subclavian Aneurism 
with Cervical Ribs. Lancet, 1922, ccii, 1045. 


The author reports a case of saccular aneurism 
of the subclavian artery which presented itself as a 
pulsating swelling above the left clavicle in a man, 
aged 55 years, who was unaware of it and sought 
treatment for a cough. Examination showed an 
expansile, pulsating, walnut-sized prominence in the 
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lower left posterior triangle of the neck. There was 
no palpable thrill or bruit. The radial pulses were 
equal. The swelling could be moved laterally but 
was attached to the underlying structures. Prox- 
imal pressure on the subclavian artery caused col- 
lapse of the swelling. A cervical rib could be felt 
internal to the tumor and another on the opposite 
side of the neck. These were shown by the X-ray. 
The distal extremity of the right cervical rib was 
bulbous and that of the left one was united to the 
first dorsal rib. The patient began to complain of 
pain down the inner side of the left arm and there 
was a slight increase in the size of the swelling. The 
Wassermann reaction was positive. 

A horizontal incision extending along the clavicle 
exposed a cherry-sized saccular diverticulum arising 
from the front of the third part of the subclavian 
artery which appeared to be otherwise normal. The 
aneurism was thin-walled and could be emptied 
by compressing it. The cervical rib was exposed by 
a second incision parallel with the edge of the 
trapezius, divided at its neck well beyond the 
brachial plexus, and disarticulated at its distal end 
where there was a joint with cartilage and a com- 
plete capsule. This rib was 234 in. long and had a 
well-developed neurovascular groove at its distal 
end. The subclavian artery was ligated on both 
sides of the sac with kangaroo tendon. 

The radial pulse began to reappear on the fourth 
day. Arm movements were normal. There was a 
little surgical emphysema of the right chest and face 
but none on the left. The aneurism could not be 
seen but could be felt as a firm non-pulsating mass. 
The patient made a complete recovery. 

In every case reported in the literature the 
dilatation was distal to the rib. In the author’s 
case the aneurism sprang from the front of the 
artery. Persons with cervical ribs seek treatment 
mainly for symptoms connected with pressure upon 
the brachial plexus or the subclavian artery. The 
smaller ribs are more apt to cause trouble in the 
plexus, while the larger ribs are more apt to cause 
disturbances in the subclavian artery. Jones states 
that the brachial plexus is not pressed on if the rib 
can be distinctly palpated in the neck. In the 
cases of cervical rib reported in the literature there 
were no operative deaths. 

The author refers to the experiments of Halsted 
on partial occlusion of arteries by means of alum- 
inium bands. Wa tter C. Burket, M.D. 


Cannuyt, G.: A Spontaneous True Exo-Extra- 
Cranial Aneurism of the Left Internal Carotid 
Artery (Anévrisme spontané vrai exo-extra-cranien 
de la carotide interne gauche). Arch. franco- 
belges de chir., 1922, XXV, 399. 


The author has had the opportunity to treat two 
cases of paralysis of the four cranial nerves—the 
glossopharyngeal, the pneumogastric, the spinal, 
and the great hypoglossal. One of the patients was 
a man with a malignant tumor of the neck, a 
branchioma, and the other a woman with an 





aneurism of the internal carotid artery near the base 
of the brain. 

Cannuyt describes in detail the topographic 
anatomy of the four cranial nerves and discusses 
their pathology. 

In the case of aneurism reported the dilatation was 
near the base of the cranium on the left side beneath 
the posterior orifice through which the ninth, 
tenth, and eleventh nerves pass, and beneath the 
anterior condylar orifice through which the twelfth 
nerve passes. It was continuous along the cephalic 
part of the left maxillo-pharyngeal space, and caused 
compression of the four nerves. Such a dilatation 
must be differentiated from: (1) an acute retro- 
pharyngeal abscess; (2) a chronic retropharyngeal 
abscess; and (3) tumors, especially malignant tumors. 

In the author’s case the diagnosis was based on 
the history, the functional symptoms, the situation 
and consistency of the tumefaction, and its rhythmic 
pulsations and expansion. The expansion, while 
coinciding with the pulsation, differed from it be- 
cause it was due, not to a raising up of the tu- 
mor, but to a momentary increase in its volume. 
This was absolutely pathognomonic because only a 
sac in direct communication with an artery can show 
it. Moreover, compression of the primary carotid 
below the tumor rendered the latter immobile. 

The situation of the aneurism in the internal 
carotid was evident from the fact that the temporal 
pulse was not retarded. There were no findings to 
suggest a false or traumatic aneurism. The cause 
of such a lesion is probably syphilis, but there were 
no clinical or other findings to prove this. 

The author discusses the indirect and direct 
methods of dealing with an aneurism of this region. 
In his opinion the only treatment possible in such 
a case is ligation of the primary carotid artery 
preceded by biniodide treatment and prolonged 
digital compression. W. A. BRENNAN. 


Silberberg, I. W.: The Palpation of the Popliteal 
Artery (Ueber die Palpation der Arteria popliter). 
Moderne Med., 1921, i, 13. 


The peculiar predisposition of the popliteal 
artery to aneurismal and thrombotic diseases is 
due to its exposure to injury by the posterior 
border of the tibia during full joint extension and 
its displacement by various positions of the knee. 
In the absence of a pulse in the dorsalis pedis 
artery, the character of the blood supply of the lower 
extremity is usually determined by indirect methods, 
especially that of Moszkowicz, but such methods 
are not satisfactory substitutes for a direct palpa- 
tory examination of the vessels. 

The usual method of seeking the pulse in the 
popliteal space by lateral palpation with the knee 
bent has always failed the author in cases of gangrene 
of the foot. This can be easily understood from 
the topographic-anatomical relationships. The ar- 
tery is so movable in the rhombus of the popliteal 
space and is covered by such a deep layer of fat 
anteriorly and posteriorly (up to 1 cm.) that it 
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escapes the palpating finger and cannot be fixed 
against any firm background. After repeated 
efforts, the author believes he has found a method 
which, though it requires a certain amount of 
practice, is both simple and practical. The patient 
is placed on the normal side, somewhat prone and 
in such a position that the affected extremity lies in 
semiflexion behind the normal extremity and is 
firmly supported in its entire extent. In this way 
complete muscular relaxation and freedom from 
weight-bearing are obtained and the arterial tube is 
brought about 1 cm. nearer the skin surface. The 
examiner then faces the patient and very slowly 
presses with the finger tips of both hands the upper 
and lower triangles of the rhombus simultaneously, 
very slowly, and without force and, if necessary, 
pushes the nerve laterally. Silberberg was able to 
palpate the pulsation much more frequently in the 
lower triangle where the artery, contrary to Piro- 
gofi’s findings, lies nearer the surface although 
covered by the vein and a neurovascular plexus. 
In conclusion, a technique of amputation in a 
site of election is described. After the preparation of 
an anterior skin flap, an aperiosteal resection of 
the tibia is done at the level of the tuberosity and 
followed by exarticulation of the fibula and a two- 
stage division of the posterior skin-tissue bridge. 
In one case the ideal healing of the wound was 
probably influenced by the removal of the thrombus 
from the popliteal artery; a severe hemorrhage was 
arrested by ligation. | von DER OsTEN-SACKEN (Z). 


Fasano, M.: Incision of the Thrombosed Femoral 
Artery in Beginning Gangrene of the Extremity : 
Cure: (Arteriotomia della femorale per trombosi 
con incipiente gangrena dell’ estremita: guarigione). 
Arch. ital. di chir., 1922, v, 207. 


The patient, a 68-year-old man, had had violent 
shooting pains in his left foot for a month. He was 
admitted to the hospital in a state of shock, and a 
diagnosis of senile gangrene was made. Deep 
palpation revealed a hard, nodular cord correspond- 
ing to the femoral artery, the pulsations of which 
could be traced 3 cm. below the femoral ring. 
The fourth and fifth toes were very blue and on deep 
palpation were painful. The patient was operated 
upon three days later. 

An incision 12 cm. long was made medial to the 
course of the artery which showed as a hard, red, 
non-pulsating cord except for a distance of 3 cm. 
below the femoral ring where the pulse wave was 
halted. One centimeter below the pulsation the 
artery was incised for a distance of 3 cm. and an 
organized adherent thrombus was pressed out in 
fragments from below by the left hand introduced 
as far as the insertion of the adductors. A spurt of 
arterial blood followed the thrombus. A hemostat 
was applied below the incision and the upper seg- 
ment of the artery then treated in the same manner. 
The thrombus in the upper segment came out intact 
as it was not adherent to the vessel wall. The arterial 
incision was closed with fine silk. 
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After two days the pulsation of the dorsalis pedis 
disappeared, the pain disappeared gradually, the 
fourth and fifth toes sloughed off, and the stumps 
of the toes healed. Ten months after the operation 
the patient was able to walk normally and the foot 
was healed and free from pain. The femoral artery 
pulsated 7 cm. below the inferior angle of Scarpa’s 
triangle although there was no pulsation in the 
dorsalis pedis artery. This is explained by the 
position of the deep femoral artery which arises 
about 5 cm. below the femoral ring and by the 
smoothness of the intima at this point as compared 
with the roughness of the intima of the lower 
segment, a condition favorable for the formation 
of another thrombus which doubtless developed 
with disappearance of the pulse in the dorsalis 
pedis artery. After the re-formation of the thrombus 
the leg was supplied by the collateral circulation of 
the deep femoral artery which was not obstructed. 

H. F. Dunn, M.D. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Behrend, M., Radasch, H. E., and Kershner, 
A. G.: The Comparative Results of the Liga- 
tion of the Hepatic Artery in Animals: Its 
Application to Man. Arch. Surg., 1922, iv, 661. 


Experiments made on dogs, cats, guinea-pigs, and 
rabbits demonstrated that histologically there is 
degeneration of the liver cells in all cases in which 
ligation of the hepatic artery is done. 

The lesion resembles somewhat the changes that 
occur in acute yellow atrophy of the liver. This 
fact seems to indicate an acute anemia of the liver 
followed by a general necrobiosis of the hepatic 
tissue. 

The hepatic artery in man is an end artery, and 
when even a branch of it is tied there is a microscopic 
change in the liver cells. Ligation of the hepatic 
artery is therefore dangerous at all times. This has 
been proved in the few cases reported in which 
ligation was done on account of aneurism or some 
other pathologic condition. Morris H. Kaun, M.D. 


Williamson, C. S., and Mann, F. C.: Postoperative 
Peritoneal Adhesions: An Experimental Study. 
Surg., Gynec. & Obst., 1922, xxxiv, 674. 


In an experimental study on dogs in which numer- 
ous foreign substances were used to prevent or re- 
tard the formation of postoperative adhesions, a 
gelatin-gum-acacia preparation was found to be 
most efficient. The livers of dogs were traumatized 
and after the application of the foreign substance 
were examined for the formation of adhesions. 
Paraffin oil, olive oil, lanolin, boric acid and lanolin, 
sodium chloride, iodine, ether, glucose, dextrin, 
silver foil, cargile membrane, catgut, and rubber 
dam were employed with poor results. Sodium cit- 
rate not only failed to prevent the formation of 
adhesions but in some cases proved harmful since 
it prolonged the oozing of blood. 
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One part each of gelatin and gum acacia to two 
parts of water to form a compound with extraor- 
dinary adhesive qualities and no reaction dissolves 
slowly and is gradually absorbed from the general 
body cavity. After boiling, the preparation was 
poured into lead tubes like those used for tooth 
paste. When it was applied experimentally the 
traumatized site of the liver healed well under the 
layer of solution and the formation of adhesions 
seemed to be prevented. H. W. FINK, M.D. 


Ebeling, A. H.: Cicatrization of Wounds: The 
Temperature Coefficient. J. Exper. M., 1922, 
XXXxv, 657. 

Cicatrization is a complex phenomenon which 
probably requires the co-ordinated activity of many 
factors. The formation of granulating tissue during 
the latent period and its contraction, the mobiliza- 
tion and proliferation of the epithelium, and the 
wandering of the latter on the surface of the granula- 
tions are themselves intricate processes which may 
be governed by physical as well as chemical changes. 
Alterations of the viscosity of the surface tension of 
the fluids and the anatomical structures may play 
a role as important as chemical changes. To ascer- 
tain whether physical or chemical changes are 
more especially involved, the author determined the 
value of the temperature coefficient of the phe- 
nomenon. 

For his experiments two young alligators were 
chosen because these animals may be kept as well 
at a temperature of 38 degrees as at 23 degrees C. 
They weighed respectively 309 and 72 gm. 

After a rectangular flap of skin on the ventral 
side of the animals was resected, they were placed, 
until the wounds healed, in a room having a tem- 
perature of 38 degrees C. Several days later a 
second resection was made in a different area on the 
ventral surface of the body and they were placed 
in a room with an average temperature of 23 
degrees C. 

Ebeling draws the following conclusions: 

After a rise of temperature of 10 degrees C. the 
rate of cicatrization was increased about twofold. 
This result could be expected since wound healing 
is closely related to growth and regeneration. It 
is well-known that changes in temperature affect 
the metabolism and the development of certain 
organisms in the same manner as a chemical 
reaction. In spite of the complexity of the factors 
which bring about cicatrization of a wound, it 
appears that the velocity of the phenomenon de- 
pends on the rate at which certain chemical changes 
take place. Georce E. Beirsy, M.D. 


Schaack, W.: Some Problems of Surgery Connected 
with Questions of Regeneration (Einige Auf- 
gaben der Chirurgie im Zusammenhang mit Re- 
generationsfragen). Verhandl. d. russ. Chir. Piro- 
goff-Ges., Petrograd, 1922. 


Inspired by the brilliant work of Bier, the author 
undertakes to show that surgical investigation has 
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no more fertile field than the questions of regenera- 
tion and restitution of tissues after injuries, dis- 
eases, and surgical operations. The transplantation 
of tissues (bone, fascia, fat, muscle), on which so 
much work has been done, may also be referred to 
regeneration since most transplants slowly perish 
and are replaced by bone tissue, and the rdéle of the 
transplant is to provide a suitable soil for the growth 
of new tissue. The task of surgery is to study the 
conditions and causes of regeneration and the prac- 
tical application of the knowledge obtained. 

Of the internal stimulants influencing regeneration 
the author emphasizes internal secretions, hyper- 
emia, warmth, moisture, function, and _ rest. 
He then takes up in greater detail the external 
stimuli. Chief of these is infection, which may be 
successfully combatted by asepsis and antisepsis. 
Next in importance are foreign bodies. In our 
every-day surgical practice tampons, drains, and 
dressings are foreign bodies in the wound. From the 
standpoint of fighting infection and arresting hemor- 
rhage they have proved their value, but to the proc- 
ess of regeneration they are deleterious. Too little 
attention has been paid to the harmful effect of the 
tampon, particularly when its use is continued over 
along period. It irritates the wound, prevents heal- 
ing, and causes pain. In his own clinic the author 
has endeavored to establish the practice of doing 
without tamponade and drainage after incision in 
the usual suppurative surgical diseases. The num- 
ber of completed observations is still small, but the 
results have been surprisingly good. 

In severe tendovaginitis with cedema of the hand 
and forearm complicated by lymphangitis (six cases) 
tamponade was not employed following the usual 
incisions and the escape of the pus, the wound in 
most of the cases being merely covered with a moist 
dressing. The result was surprising. In two cases 
the wounds were healed and function in the fingers 
was excellent at the end of ten days. Abscesses and 
paronychie of the fingers and hands were treated 
in the same manner and with equal success. A 
smooth course and rapid healing were obtained also 
in severe advanced suppurative mastitis (four cases), 
and in phlegmons and carbuncles. In a number of 
cases of empyema and amputation stumps which 
had been under treatment elsewhere for months 
with thick rubber drainage tubes the wounds healed 
within one week after the drains were removed. The 
average length of healing was between two and three 
weeks. 

The technique of the tamponless dressing is yet 
to be perfected. The application of the ordinary 
hydrophilic gauze, which adheres to the wound sur- 
face as it dries, is not sufficient. Moist dressings 
are better and oily dressings (petrolatum) are worth 
consideration. In abdominal surgery the harm of 
tamponade and drainage has long been recognized. 
The aim must always be complete closure of the 
abdominal cavity. Such closure may be effected 
more frequently than is as yet the case. Of late, 
the author closes the abdomen after cholecystec- 





























tomy. The stump of the cystic duct is covered with 
peritoneum and plastic surgery is done on the omen- 
tum. The experience of Spassokukozki and Hoberer 
in this regard indicates that closure of the abdominal 
cavity after removal of the cause of inflammation 
might be possible in suppurative peritonitis. The 
same principles may be applied to the treatment of 
bone cavities. 

In the last section of the article the author dis- 
cusses suitable media for the regeneration and resti- 
tution of tissue in large defects. The exceedingly 
interesting cases of Bier, in which he succeeded in 
obtaining true muscle regeneration in extravasated 
blood are cited. These experiences demonstrate 
that it is no longer necessary to regard the replace- 
ment of lost tissue by connective tissue as an abso- 
lutely unavoidable evil. 

Animal experiments for the study of muscle re- 
generation have been begun in Schaack’s clinic and 
the results will soon be reported. ScHAACK (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Terrien, F.: The X-Ray Treatment of Visual Dis- 
turbances Due to Tumors of the Hypophysis 
(Le traitement radiothérapique des troubles visuels 
dus aux tumeurs de l’hypophyse). Presse méd., Par., 
1922, XXX, 420. 

In 148 cases of hypophyseal tumors without 
acromegaly there were thirty-four cases of blind- 
ness, thirty-seven cases of bitemporal hemianopsia, 
two cases of homonymous hemianopsia, fifteen 
cases of optic neuritis, twenty-seven cases of a- 
trophy of the optic nerve, and fifteen cases of papil- 
lary stasis. Twenty-seven per cent of all cases 
showed some ocular paralysis. 

The diagnostic value of roentgenography in 
cases of hypophyseal tumors and the therapeutic 
value of the X-ray are now generally recognized. 
While it is admitted that perfect technique dimin- 
ishes the still considerable dangers of hypophys- 
ectomy, the use of glandular extracts, mercury, 
and the X-rays should be tried first. The author 
has been able to collect ten cases of hypophyseal 
tumors which were greatly benefited by the X-rays 
(one of his own), especially as regards the visual 
disturbances. Carlotti quite recently reported four 
other cases. The greatest improvement occurs in 
the functional disturbance characterized by cephal- 
algia, diminution of visual acuity, and a change 
in the visual field. In the author’s case the cure 
has persisted for nine years. 

Two routes have been proposed to reach the 
hypophysis: the mouth and the cutaneous route. 
The mouth has the double advantage that it is the 
most direct route and presents a relatively slight 
thickness of tissue to be penetrated by the rays. 
The only solid obstructions here are the palatal 
vault, the mucosa of the rhinopharynx, and the 
sphenoid body. Beclére combines radiation in the 
temporal region with buccal radiation. A special 
X-ray outfit is necessary for this work. 










GENERAL SURGERY — MISCELLANEOUS 225 


Hypophyseal tumors are especially amenable to 
roentgenotherapy. Like all other treatments this 
will be the more beneficial the earlier it is applied. 
The degree of the lesion, however advanced, is 
never of itself a contra-indication. In the majority 
of the reported cases there was not only an arrest 
of the growth of the tumor with preservation of the 
visual field but often retrogression of the lesion. 
In certain amblyopic or amaurotic zones vision 
became better and often reached normal. On 
the other hand, healthy parts of the visual field 
became involved in some cases. The indications 
and contra-indications for roentgenotherapy of 
hypophyseal tumors should therefore be clearly 
limited. 

Cases of tumor of the hypophysis may be divided 
into two classes according to their symptoms. In 
those of the first class the symptoms are local and 
due to compression in the hypophyseal region. If 
organotherapy fails, roentgenotherapy is the treat- 
ment of choice and is more successful the earlier it 
is applied. The second class of cases of hypophyseal 
tumors are those in which the manifestations are 
at a distance and of an acromegalic and trophic 
type. The X-rays may arrest the abnormal growth 
of the skeleton in these cases but cannot cause the 
retrogression of acquired lesions. Their employ- 
ment is indicated only in the beginning and during 
the increase of the disease, that is to say, in the 
period of hyperplastic lesions and hyperfunctioning 
of the hypophysis. Their use is contra-indicated in 
the advanced period, the period of decline. 

W. A. BRENNAN. 


Carman, R. D.: Errors in the Roentgenological 
Diagnosis of Duodenal Ulcer. J. Radiol., 1922, 
iii, 163. 

Aside from various minor and indirect signs of 
duodenal ulcer, there are but two trustworthy in- 
dications of this lesion, deformity of the duodenal 
contour and the combination of retention with 
hyperperistalsis in a large but otherwise normal 
stomach. The errors in diagnosis fall into two 
groups, those of affirmation, when an ulcer is di- 
agnosed but not found at operation, and those of 
negation, when an ulcer is not diagnosed but is 
found at operation. 

Among the causes of affirmative error may be 
noted technical errors and difficulties, such as failure 
to fill the bulb completely, retraction of the ab- 
dominal wall, and the blending of the bulbar shadow 
with that of other portions of the duodenum or of 
adjacent concretions. Deformity of the bulb due to 
causes other than ulcer—such as reflex spasm, in- 
flammatory processes in the right upper quadrant, 
extrinsic tumors, and lesions of the duodenum other 
than ulcer, such as benign tumors, duodenitis and 
diverticulum—may also be contributory causes of 
error. 

The causes of negative error may be such tech- 
nical faults as insufficient milliamperage, improper 
voltage, an unsuitable tube, or failure to examine 


i AC SEP AS, Rie pe ARG EL SES 


a oe 





ane tat 


oar A Le 


eee SS 


ee 


aerate Het ee nee: 


Se 








226 


both roentgenoscopically and roentgenographically. 
Neglect of duodenal examination in cases of cardio- 
spasm or ulcer of the stomach, unfavorable posi- 
tion of the duodenal bulb, and actual or apparent 
absence of bulbar deformity may also contribute 
to negative errors. 

Affirmative errors. Free opening of the pylorus is 
an important factor in obtaining complete filling of 
the duodenum. The author avoids retardation of 
pyloric opening due to coarse particles of food by 
the use of a fluid medium for the opaque meal. 
An unusually capacious bulb may be difficult to 
fill, and occasionally the apprehensive patient may 
retract the abdominal wall so strongly that the 
initial outflow through the pylorus is scant and the 
stomach cannot be satisfactorily manipulated to 
assist in filling the duodenum. A positive diagnosis 
based on bulbar distortion is warranted only when 
there is constantly found a lesion whose location and 
appearance do not vary during the examination. 

Spasm of the duodenum may be caused by chole- 
cystitis, chronic appendicitis, and diseases of the 
pancreas, and may produce deformity similar to 
that seen in ulcer. Pericholecystitis and other in- 
flammatory processes in the right upper quadrant 
may, by adhesions, cause bulbar distortion which, 
when constant, is not to be distinguished from that 
produced by ulcer and may lead to errors in diag- 
nosis. It must be remembered also that adhesions 
may be present which result from the perforation of 
an ulcer, and that the bulbar contour may appear 
normal in cases in which the first portion of the 
duodenum is embedded in adhesions. 

Extrinsic tumors infringing on the bulbar contour 
are uncommon and are usually palpated during 
examination. Benign tumors within the bulb are 
very rare. Gastric lesions near the pylorus may be 
variously deceptive, an occasional prepyloric cancer 
or ulcer not visibly deforming the antrum giving 
rise, if obstructive, to gastric retention and hyper- 
peristalsis. 

Negative errors. An ulcer may easily escape recog- 
nition on the screen if attention is not paid to many 
technical details. The image must be clear, and the 
vision of the examiner must be adapted to the 
relative darkness. To secure a clear image the 
milliamperage and voltage must be appropriate, 
the focus of the tube must be as sharp as is con- 
sistent with reasonable endurance, the screen must 
be of the best quality, the patient must be close to 
the tube, and the diaphragm must be actively em- 
ployed to narrow the field of observation. 

The diagnosis of cardiospasm by means of the 
roentgen ray would seem sufficient in most cases, 
but in a few the condition is accompanied by duo- 
denal ulcer. When a gastric ulcer is found, a careful 
search should be made for a duodenal ulcer, a fre- 
quently concomitant lesion, unless the gastric ulcer 
is of such character that perforation might result 
from manipulation. 

The demonstration of a duodenal bulb of normal 
outline usually signifies the absence of ulcer, but a 
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few cases have been seen in which the duodenal 
contour was apparently undeformed but an ulcer 
was found at operation. The absence of deformity 
may be due to the absence of spasm or the minute- 
ness of the ulcer. 

In cases of ulcer located beyond the bulb, the 
distal deformity of the duodenum cannot be dis- 
tinguished from that ordinarily produced by the 
valvule conniventes, and unless complicated by 
stenosis with its characteristic signs, the lesion is 
seldom discovered. 

Cases illustrating the various types of lesions dis- 
cussed are reported. 

GEORGE H. Jackson, Jr., M.D. 


Desjardins, A. U.: Radium and Roentgen Therapy 
in Malignancy — Indications, Contra-Indica- 
tions, Limitations, and Recent Developments. 
J. Radiol., 1922, iii, 226. 


Radiation treatment of malignancy is most effi- 
cient when radium is used internally and the roent- 
gen ray externally. 

The gamma rays of radium are more penetrating 
than the roentgen rays used at present time for 
therapeutic purposes. Experimentally, roentgen rays 
have been produced with wave lengths as short as 
some of the gamma rays, but as yet these have not 
been employed clinically. With the small dosages 
commonly used, the total radio-active energy deliv- 
ered to a lesion or tissue beneath the surface is very 
small, constituting only an extremely small fraction 
of the total gamma radiation generated by a given 
quantity of radium. Moreover, we are still unable 
to deliver uniform radiation to a lesion of any extent 
on the surface and this difficulty is magnified many 
times when we are dealing with a deep lesion the 
extent of which cannot be outlined accurately. 
These factors determine in a very large measure the 
indications for the use of radium or roentgen rays. 

The roentgen rays act with a more uniform inten- 
sity over a much wider field than the radium rays. 
Although their intensity decreases rapidly as they 
pass into the deeper tissue layers, a portion of this 
loss can be compensated by increasing the filtration, 
the focal distance, and the number of ports of entry. 
Therefore if we are dealing with an extensive super 
ficial lesion or with a lesion, either superficial or 
deep, whose exact extent cannot be outlined fairly 
accurately, the roentgen ray is the agent of choice. 
Tumors with a tendency to metastatic dissemination 
by way of the lymphatics and growths in which 
metastasis is suspected or to be expected should be 
treated by the roentgen rays alone or combined with 
radium. Although the indications for the roentgen 
rays or radium are usually quite well defined, there 
are many cases in which both should be used to- 
gether. 

The entire involved area with its lymphatic drain- 
age must receive a uniform lethal dose, and this 
dose must be delivered, as nearly as possible, during 
the first treatment—not necessarily at one seance, 
but as soon as the patient’s condition and the degree 

















of the reaction will allow. To scatter a course of 
treatment over a period of weeks is to defeat the 
very purpose for which it is given. If involvement 
is limited and a cure may be reasonably expected, 
the aim of treatment must be to destroy the malig- 
nant elements by a single attack. 

The importance of treating the lymphatic system 
draining the area of a malignant tumor cannot be 
over-emphasized. Untreated elements not uncom- 
monly show signs of activity. Although this con- 
sideration might seem self-evident, the manifest 
lesions are often treated alone and in a scattered 
fashion and the lymphatic drainage system is over- 
looked. In fact, in most malignant conditions the 
lymphatic drainage system should be treated before 
the main lesion is attacked. 

Radiation of a region after preliminary surgical 
amputation of the grossly malignant tissue has be- 
come a routine practice in many cases as in car- 
cinoma of the breast. Although a sound technique 
may yield good results, it is doubtful if our hopes 
are really justified or will be realized. The rational 
procedure would seem to be for the surgeon to 
operate only after the involved part and its lym- 
phatic drainage have been thoroughly radiated. 

The surgeon wishes to know how long an interval 
should be allowed between radiation and operation. 
In carcinoma of the breast radiation sickness is 
usually either absent or slight; therefore operation 

_may follow within a week. In carcinoma of the 
uterus, however, in which the radiation is adminis- 
tered by means of radium internally and by means 
of the roentgen ray externally, the interval should 
be from three to four weeks. 

After radiation the tissues should be in compara- 
tively good condition for operation, and the surgeon 
should not encounter any particular delay in the 
repair of the wound. Difficulties are not apt to be 
experienced in the various steps of the operation 
after a single course of treatment, especially if a 
proper interval was allowed before the operation. 
Pre-operative radiation should also tend to minimize 
the danger of tampering with a malignant lesion in 
order to obtain a specimen for diagnosis. 

Davi R. Bowen, M.D. 


Pfahler, G. E.: Cancer of the Lip Treated by Radia- 
tion or Combined with Electrocoagulation and 
Surgical Procedures. J. Radiol., 1922, iii, 213. 


Thorough treatment of cancer of the lip must in- 
clude radiation, whatever other form of treatment is 
used. Any fissure or crust formation on the lip 
which persists longer than four weeks should be 
looked upon with suspicion. 

The diagnosis can usually be made from a care- 
fully taken history, a study of the patient’s habits, 
inspection, and palpation. The possibility that the 
condition is a primary luetic lesion must be borne 
in mind, but a negative Wassermann test or con- 
sultation with a competent dermatologist or syphil- 
ologist will help to exclude syphilis. A positive 
Wassermann test, however, does not necessarily 
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exclude cancer. There have been many failures 
in the treatment of cancer about the mouth due to 
prolonged treatment for syphilis causing neglect of 
the cancer treatment. In such cases the local 
lesion is probably engrafted upon a syphilitic base. 
Removal of a section of a lesion for diagnosis is 
inadvisable unless the disease can be immediately 
destroyed. 

In Pfahler’s private clinic ninety-seven cases of 
cancer of the lip have been treated. Seventy-two 
were primary, twenty recurrent, and five postopera- 
tive. Of the seventy-two patients with primary 
cancer, sixty-five recovered and have remained well 
from several months to eighteen years, two died of 
a continuation of the disease, and two have a recur- 
rence. The result in two cases is unknown. 

The recurrent cases are always more difficult. In 
the twenty recurrent cases treated, recovery resulted 
in only eight. The outcome in recurrent cases de- 
pends in part, at least, upon the nature of the cancer 
or the degree of its malignancy. Unless radiation 
causes prompt improvement it is apt to fail. Thor- 
ough radiation from the very beginning by the 
roentgen rays, and by radium when it can be com- 
bined to advantage, is most important. 

Electrocoagulation consists in the coagulation of 
the diseased areas by means of the high-frequency 
current as it passes through the body from a point 
attached either to the Oudin current or to one 
pole of the d’Arsonval current. The Oudin current 
(unipolar) is used for small lesions, and the d’Arson- 
val current for larger lesions. If the d’Arsonval cur- 
rent is employed, one pole is attached to a pad or 
smooth metal electrode placed under the buttocks. 
The active electrode is a point. This current is not 
selective in its action as it destroys the tissues radi- 
ating outward from the point. Therefore it cannot 
be used when essential structures, such as important 
blood vessels or nerves, would be located in the line 
of its radiation. In the zone just beyond the zone of 
actual coagulation the heat will be sufficient to 
destroy cancer cells, but will not destroy the healthy 
tissue. Pfahler believes that such destruction will 
be followed by more prompt and more satisfactory 
results than radiation alone. 

In advanced primary cases a thorough trial should 
first be made of radium. If this is skillfully applied 
good results may usually be expected. In some 
cases, however, only temporary improvement oc- 
curs, a stage then being reached in which the disease 
remains at a standstill or progresses in spite of the 
radiation. At this stage, complete and thorough 
local destruction or complete surgical excision is 
probably the only procedure possible. 

Davin R. Bowen, M.D. 


Bumpus, H. C., Jr.: Radium in Cancer of the 
Prostate: A Report of 217 Cases. J. Am. M. 
Ass., 1922, xxviii, 1374. 

The enthusiastic reports of results from the 
treatment of cancer of the prostate with radium 
indicate the need of careful analyses of large series 
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of cases in which the treatment has been carried 
out for several years. Cases in which metastases are 
present are unsuited for radium treatment. A reduced 
renal function due to obstruction and a greatly low- 
ered vitality also contra-indicate its use. Excluding 
these cases, it will be found that radium therapy is 
indicated in considerably less than half of those 
examined. 

During the last seven years, 217 cases of carcino- 
ma of the prostate have been treated with radium 
at the Mayo Clinic. The aim was to give sufficient 
radiation to all parts of the tumor at a single ex- 
posure to cause disintegration of the nuclei of the 
tumor cells so that they would lose their power of 
reproduction. A dosage sufficient to cause this 
result rather than destruction of tissue stimulates 
fibrosis and hyalinization, thus walling in the altered 
cancer cells, compressing them into distorted and 
flattened shapes, and preventing their further spread. 

According to the method employed, the patients 
were divided into three groups: Group 1, patients 
treated through the rectum and through the urethra; 
Group 2, patients treated by the insertion of needles 
into the growth through the perineum; Group 3, 
patients treated by a combination of these two 
methods. Group 1 included fifty of the earliest 
cases. The radium used was in the form of a 50- 
or 100-mg. capsule. It was applied in the rectum 
with the aid of a No. 10 soft rubber rectal bougie. 
For urethral work a rubber-covered brass receptacle 
attached to a piece of soft solder was found satis- 
factory. The position of the capsule was changed 
at intervals and the rectal and urethral applications 
were alternated. The rectal dosage averaged 1,482 
mg.-hrs., and the urethral, 217 mg.-hrs. Experience 
demonstrated that the rectal dosage was entirely 
too large and that 400 to 609 mg.-hrs. was the 
maximum for safety. Forty of the fifty patients 
regarding whom complete records were obtained 
lived an average of seventeen months after the 
treatment and an average of forty-five months 
after the onset of symptoms. Because of the proc- 
titis produced by overdosage the method described 
was discontinued and the method of Barringer of 
the Memorial Hospital, New York, was adopted, 
viz., the direct application of the radium to the 
substance of the gland by means of needles. 

In Group 2 there were thirty-seven patients. 
The average dosage was approximately 2,000 mg.- 
hrs. Completed records of twenty-seven patients 
show that they lived an average of fourteen months 
after the treatment, and that the duration of the 
disease from the onset was forty-five months, 
slightly longer than the average for patients not 
treated. These poor results are explained by the 
fact that when the rectal and urethral applications 
were abandoned the periphery of the growth, where 
the greatest cell activity occurs, was not thoroughly 
irradiated. The needles were allowed to remain 
long enough in one location to destroy the malignant 
tissue immediately around them, but the tissue 
beyond was only slightly affected. 
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On the supposition that the poor results obtained 
from the use of rectal and urethral exposures alone, 
or the use of needles alone, were attributable to the 
fact that not all of the cancer cells were reached 
by the radium emanations, the last 127 patients 
were treated by a combination of the two methods. 
The completed records of eighty-three show that 
the average dose of radium was 1,960.45 mg.-hrs. Six- 
ty patients lived an average of eleven and twenty- 
five hundredths months after the treatment. The 
duration of the disease in those who died was 
approximately the duration of the disease in un- 
treated patients. Twenty-three are alive, the dura- 
tion of the disease having increased to forty-seven 
and thirty-three hundredths months, and the time 
since their last treatment having increased to twenty 
months, an extension of approximately one year 
each. 

The average duration of life in 241 untreated 
cases of cancer of the prostate observed and record- 
ed was ten months after examination, and the total 
duration of the disease was approximately thirty- 
two months from the date of the first symptoms. 
Comparing these with similar data of cases treated 
with radium shows that there is sufficient prolonga- 
tion of life to warrant the use of radium in selected 
cases. ApotpH Hartunc, M.D. 


LEGAL MEDICINE 


Abnormal and Unknown Conditions and Repre- 
sentations of Good Health. Eastern District 
Piece Dye Works, Inc. vs. Travelers Ins. Co. (N. Y.), 
190 N.Y., Supp., p. 822. 


This was an action on a policy of insurance for 
$25,000 on the life of a Mrs. Klein, payable to the 
plaintiff corporation of which she was president. 
Her application was dated July 14, and the policy 
was dated and issued September 4. November 10, 
she was admitted to a hospital where, following an 
operation, she died, November 26. A bill of particu- 
lars stated that the respects wherein the assured’s 
representations were false in that she was not in 
good health were that she was said to have had 
chronic intestinal obstruction with a disease condi- 
tion causing adhesions. 

The evidence showed that she was 54 years of 
age and, until a few days before entering the hos- 
pital, had been engaged in active business. The 
intern who took her history gave as the substance 
of her statement that three years previous to that 
time she first noticed a mass the size of a hazelnut 
protruding from the vagina. This mass caused no 
pain or discomfort and no urinary or rectal symp- 
toms. The condition had remained practically 
unchanged, but three weeks previously a sensation 
of pressure on the bladder and rectum was suddenly 
experienced which caused frequency of micturition 
and painful defecation. The symptoms were not 
very severe. The history revealed also that the 
patient had had two children and no miscarriages. 
A perineal tear which occurred thirty years before 






















had never been repaired. The patient’s bowels were 
in good condition and her appetite was excellent. 
There was no nocturia or polyuria. The surgeon, 
discovering a congenital abnormal condition of the 
intestines of a type which he had never seen before 
in twenty-six or twenty-seven years of practice, 
passed beyond the minor operation for which the 
patient had come to the hospital and performed a 
serious major operation to correct or at least to 
alter this condition. The resulting shock caused 
death. 

The patient went to the hospital for a minor 
operation for perineal laceration caused by child- 
birth thirty years previously which, up to the time 
when the application for the policy was made, had 
no appreciable effect on her comfort, well-being, or 
general health. The excuse for the major operation 
which resulted fatally was that one of the physi- 
cians present thought that the tissue appeared 
malignant, but on subsequent examination found 
it to be normal. Whether this condition was such 
as to render false the representations of the in- 
sured that she was in a sound condition mentally 
and physically, had never had any bodily or mental 
infirmity or deformity, and had not been disabled, 
was a question of fact when the purpose for which 
the representations were made was taken into con- 
sideration, namely, to induce the issuance of a 
life insurance policy. Certainly it could not be 
said as a matter of law that such representations 
were false. Moreover, even if they were false, they 
were not fraudulent. 

Because the question of the falsity of the pre- 
sentations was a question of fact fur the jury and 
the court could not dismiss the plaintiff’s com- 
plaint by ruling as a matter of law that the assured 
was not in good health when the first premium was 
paid, a judgment dismissing the complaint, which 
was rendered by the court as a matter of law, was 
reversed and a new trial granted. 

J. A. CASTAGNINO. 


Breaking of Needle and Not Advising Seeing an 
Expert. Benson vs. Dean (N. Y.), 113, N.E.R., 
p- 125. 

In March, 1916, the defendant, with the assist- 
ance of another physician who gave the anesthetic, 
and of a specialist in general surgery, operated on 
the plaintiff, who had been suffering with rectal 
ulcers. While sewing up an incision, the specialist’s 
needle broke. As the needle could not be found 
with the probe, it was left because the plaintiff was 
not taking the anesthetic well and haste was neces- 
sary. 

The defendant did not tell the plaintiff about the 
needle, but continued to treat him until the fall of 
1917. In January, 1917, the defendant burned 
some small ulcers with nitrate of silver. He then 
prescribed an irrigation treatment which was ex- 
tremely painful, and when he inserted his finger 
with a rubber covering and touched a certain spot, 
or the irrigating tube touched this spot, the plaintiff 
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experienced severe pain. A lump finally formed in 
the wall of the rectum, and the defendant stated 
that another operation would be necessary. The 
plaintiff then went to a rectal specialist, who 
treated him, opening an abscess at the tender spot 
and removing therefrom the broken needle. After 
several weeks the plaintiff was cured of all discharge 
and pain. The plaintiff recovered a judgment for 
$2,634.50 damages against the defendant but as 
he called no medical experts to testify as to what 
constituted proper treatment the judgment was 
reversed and a new trial granted. 

A physician is beand only to have and to exercise 
competent skill in treating a patient. The results 
may be of such a character as to warrant the 
inference of want of care from the testimony of 
laymen or in the light of the knowledge and ex- 
perience of the jurors themselves. The localized 
pain in this case might have suggested the cause 
of the patient’s suffering to a careful physician. A 
long continuance thereof, without relief under the 
ministrations of the general practitioner, might 
properly lead him to reveal to his patient the pres- 
ence of the broken needle and suggest recourse to a 
specialist in rectal disorders. The defendant did 
not diagnose the trouble correctly and did not 
advise his patient to resort for help to others 
of wider experience. The jury might properly find 
that he was guilty of malpractice in this regard. 
The defendant’s fault seems to have been the 
unworthy and unskillful attempt to cover up the 
accident rather than the accident itself. 

It was error to instruct the jury that the mere 
breaking of the needle was not necessarily negli- 
gence, yet might be some evidence of negligence. 
Common sense suggests that the condition dis- 
covered by the rectal specialist was incompatible 
with successful surgery and medical treatment. 
However, when the evidence of the defendant’s 
surgeons came into the case with a reasonable 
explanation showing what may happen when the 
proper degree of care and skill is exercised, the 
possible inference of negligence from the breaking 
of the needle alone was driven out and the jury 
should have been so instructed. The rule of res 
ipsa loquitur placed on the defendant the burden 
of going on with the case, but in the absence of 
medical evidence to the contrary, it must be 
assumed on this appeal that the breaking of the 
needle was not due to negligence. An instruction 
too broad stated that if, under the circumstances, a 
reasonably careful and skillful general practitioner, 
such as the defendant, would have suggested calling 
into consultation a rectal specialist, the defendant 
was negligent for failing to do so. The evidence 
did not suggest that such a specialist should have 
been called in for the operation, but a jury might 
say that at some time in the subsequent treatment 
the defendant should have sought, or at least 
suggested, counsel when he failed to give the 
plaintiff any substantial relief from the extreme 
agony he suffered. J. A. CASTAGNINO. 
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Physician Not “Immediately” Disabled by Acci- 
dent. Herwig vs. Business Men’s Acc. Assn. of 
America (Mo.), 234 S. W. R., p. 853. 


In November, 1915, while driving through the 
woods, the plaintiff was struck over the right eye 
by the limb of a tree, the blow rendering the eye 
sore. On the following day, while attempting to ford 
a stream, he was thrown into the water, an accident 
which was followed by a cold and a severe earache 
with swelling and an abscess in the ear. On February 
4, 1916, some dust entered his left eye and he 
then discovered that he could not see well with his 
right eye. He continued the practice of medicine 
for from two to four days longer but during the rest 
of February was unable, he testified, to attend to 
about 5 or 6 per cent of his cases, and in March was 
unable to attend to a majority of his cases. On 
April 1, 1917, he ceased practicing entirely because of 
defective vision. No claim of disability was made 
until February 6, 1916. 

The plaintiff’s insurance policy provided that the 
benefit was to be paid only in case the insured should 
be immediately, totally, and continuously disabled 
solely as a result of an accident. The word “im- 
mediately ” was inserted in the contract of insurance 
to fix the time when the disability must occur. The 
question which arose in this suit was whether a 
man who was able to continue the practice of 
medicine as usual for a pericd of two months and a 
half following an accident was immediately or 
totally disabled. The court held that under the 
evidence and according to a number of authorities, 
the plaintifi’s case was clearly excluded from the 
provisions of the policy. J. A. CASTAGNINO. 


Evidence of Malpractice in Pregnancy Case Suffi- 
cient to Go to Jury. Rainey vs. Smith et al. 
(Kan.), 201 Pac. R., p. 201. 


The plaintiff introduced evidence which tended 
to prove that she was pregnant and in ill health and 
had consulted one of the defendants, a local physi- 
cian, on a number of occasions. He first informed 
the plaintiff that she had a tumor in the cervix of 
the uterus, and later, after the plaintiff had in- 
formed him she was pregnant, stated that her cen- 
dition was not due to natural pregnancy, and that if 
she was pregnant, the foetus was in the fallopian 
tube and an operation for its removal was necessary 
to save her life. He requested her to go with him to 
the other defendant for a roentgen-ray examination. 

The other defendant made a digital examination 
and stated that a roentgen-ray examination was un- 
necessary; that the ailment was pregnancy outside 
of the uterus and that immediate operation was 
nécessary. No roentgen-ray examination was made. 

A few days later operation performed at a hos- 
pital revealed the foetus in the uterus and not in 
the fallopian tube. The incision was closed and in 
a short time the plaintiff returned to her home. 
Ultimately she gave birth to a normal, healthy 
child. After the operation the defendants reported 


to her that they had discovered a number of tumors 
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in and about the uterus, and that after the birth of 
the child they must be removed. When the child 
was born, a hernia developed in the incision. Several 
months later the plaintiff returned to the hospital 
and was operated on by another surgecn for the 
reduction of the hernia. He made an incision, ex- 
amined the abdominal viscera, and found that the 
fallopian tubes and the appendix were in bad con- 
dition. They, together with the ovaries, were re- 
moved by him. He discovered no tumors about 
the uterus, but found scars and adhesions on the 
omentum, some of which might be called tumors. 

The defendants conceded that if they made a 
wrong diagnosis, they did not operate on the basis 
of such a diagnosis. However, so far as the hazy 
evidence of the plaintiff threw any light on the sub- 
ject, it appeared that they made an exploratory op- 
eration on account of the seriousness of the plain- 
tiff’s condition. 

At the trial, the court sustained a demurrer of the 
defendants to the plaintiff’s evidence. That judg- 
ment was reversed and a new trial directed. The 
court stated that the defendants made a serious 
mistake in their diagnosis and the evidence tended 
to show that they were negligent in not making 
a roentgen-ray examination. The demurrer should 
have been overruled and the evidence should have 
been submitted to the jury. 

It is the rule in Kansas that negligence of a phy si- 
cian or surgeon must be proved by expert evidence. 
That rule, however, was satisfied by the testimony 
of a physician that he thought a six months’ foetus 
would show a shadow on a roentgenogram; that if 
he diagnosed a case by abdominal palpation and 
felt positive, without a roentgenogram, that it was 
a serious case demanding immediate surgical treat- 
ment, he wouldn't bother with a roentgenogram; 
that while there are pregnancies in which unusual, 
extraordinary symptoms appear which are difficult 
to diagnose, it is not difficult to ascertain whether 
the condition is serious; and that an exploratory 
operation was not justified if the case was so clear 
and the diagnosis so plain that, to use the language 
of the man diagnosing it, a “blind physician could 
tell what was the matter.”’ J. A. CASTAGNINO. 


Not Liable for Using Roentgen-Ray Static Ma- 
chine. Street vs. Hodgson (Md.), 115 All. R., p. 27 


The defendant physician was charged with negli- 
gence in the use of a roentgen-ray machine in treat- 
ing the left leg of a patient for eczema. The bur- 
den of proof rested on the plaintiff to establish by 
preponderating evidence a want of ordinary care 
and skill in the treatment. From the mere fact that 
the leg was burned the jury could not infer that the 
defendant failed to treat the patient with ordinary 
care and skill. The court stated that in undertaking 
the treatment of a case by the roentgen-ray from a 
static machine, a physician cannot be held to insure 
a good result or to benefit the patient. If, as stated, 
the patient suffered from chronic squamous eczema 
and_was treated for several years by numerous phy- 























sicians, making little or no improvement, and was 
then treated by another physician with the roentgen- 
ray produced by a transformer machine, and sub- 
sequently developed pemphigus and died, and if the 
jury could not find from a preponderance of the 
evidence which of said diseases or treatment caused 
the injury complained of, and the minds of the 
jurors were in equipoise on that question, the ver- 
dict must be for the defendant. 

As it was a question of the safety of the machine 
rather than of its efficiency, and as there was no 
testimony that it was dangerous when properly 
used, but, on the contrary, all the experts testified 
that it was safe when used with proper safety de- 
vices, the defendant was not required to submit to 
the jury any issue involved in the exercise of care 
and knowledge in the selection of the machine. The 
instruction that the jury could not infer negligence 
from the fact alone that there was a burn, still left 
the jury entirely free to say whether, in its opinion, 
it was negligence to use the static machine, as the 
defendant did, without a meter and without pro- 
tecting the leg, and whether the burn, assuming 
there was a burn, was due to the failure to use a 
meter and protection for the leg. 

J. A. CASTAGNINO. 








GENERAL SURGERY — MISCELLANEOUS 231 


Physician’s Report Not Enough to Sustain an 
Award. Stimal vs. Jewett & Co. et al. (N. Y.), 190 
N. Y., Supp., p. 889. 

When the last hearing in this case was had before 
the commission in proceedings under the Work- 
men’s Compensation Law, the commission an- 
nounced that it would ask the claimant to appear 
before a physician for examination and would 
continue the case. About a month thereafter the 
physician made a report to the commission and it 
was evident that his report formed the basis of the 
determination that there was a loss of the use of 
one-third of the hand. Apparently the report was 
not submitted at any hearing of which the employer 
and the insurance company or carrier were notified. 
The physician did not appear for examination 
and there was no opportunity to cross-examine 
him. The award therefore stood on the physician’s 
unsworn statement which was received outside of 
any regular hearing. The law contemplates that the 
employer and the insurance carrier shall be notified 
of the hearing and participate therein. Under the 
circumstances the non-receipt of this report was prej- 
udicial to the employer and the insurance carrier 
and called for a reversal of the award. 

J. A. CASTAGNINO. 
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Cullen, T. S.: Uterine Hemorrhage. J. Am. M. 
Ass., 1922, Ixxviii, 1592. 

The various conditions causing uterine hemor- 
rhage fall into two main groups: (1) those dependent 
on recent pregnancy, and (2) those independent of 
recent pregnancy. 

Uterine hemorrhage dependent on recent preg- 
nancy occurs with: (1) premature separation of the 
placenta; (2) retention of membranes; (3) hydatidi- 
form mole; (4) chorio-epithelioma; (5) tubal preg- 
nancy; and (6) pregnancy in one horn of a bicornate 
uterus. 

Uterine haemorrhage occurring independently of 
recent pregnancy is of the following types: (1) that 
due to constitutional conditions; (2) that due to 
benign changes in the mucosa of the cervix and the 
body of the uterus; (3) that due to malignant 
changes in the mucosa of the cervix and the body 
of the uterus; (4) that due to the presence of 
uterine tumors; and (5) that due to disease of the 
adnexa. Epwarp L. Cornett, M.D. 


Miller, C. J.: Radium Treatment of Myoma of 
the Uterus and Myopathic Bleeding; Final 
Results in 183 Cases. Surg., Gynec. & Obst., 
1922, XXXIV, 593. 

Although operative procedures for myoma of the 
uterus and hemorrhage of myopathic origin are 
generally successful, the author believes that in 
properly selected cases treatment with radium offers 
with greater safety results which are equally per- 
manent and greater preservation of physiological 
function. To prove this contention he reports the 
final results obtained in 183 cases treated with ra- 
dium and observed over a period of seven years. 

To controvert the inference of over-enthusiasm, he 
states that about an equal number of cases were 
treated surgically during the same period of time. 
The limitations of radiation are clearly recognized. 
In the cases of young women who present definite 
growths causing excessive bleeding, or submucous 
growths, and in cases in which malignancy of the 
fundus of the uterus is suggested, conservative sur- 
gery is decidedly less radical as radiation usually 
produces a more or less permanent amenorrheea. If 
this fails, radiation may still be resorted to with the 
assurance of success. Massive growths should be 
removed surgically unless there are definite contra- 
indications. Even in these cases, however, radium 


treatment may be a valuable adjunct as a prelim- 
inary measure to control the haemorrhage and 
render the patient a safer operative risk. Chronic 
pelvic inflammation is a distinct contra-indication 
to the use of radiation. 
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Preliminary curettage should precede the applica- 
tion of radium in order to permit a careful bimanual 
examination under anesthesia, to eliminate small 
polypi, and to provide for a microscopic examination 
of the uterine scrapings. The radium is introduced 
into the cavity of the uterus screened by brass and 
rubber or a celluloid capsule, and is left im situ from 
three to twenty-four hours according to the indica- 
tions. In the treatment of myomata in women under 
38 years of age the average time of exposure is 
twelve hours. In women beyond this age, in whom 
it is not so important to preserve menstruation, it 
is twenty-four hours. As a rule, 50 mgm. of the 
radium element are employed. This dosage causes 
permanent cessation of menstruation in 94 per 
cent of the cases of women over 40 years of age. 
At present the author believes that one application 
is sufficient, and that subsequent exposures should 
be given only as indications develop. 

One hundred and seven of the 183 cases of this 
series presented myomata. The tumors ranged in 
size from small growths detected during the course 
of diagnostic curettage to ascertain the cause of 
bleeding to massive growths extending above the 
umbilicus. Only a few of the latter group were 
treated, and practically all of them presented con- 
tra-indications to operation. The ideal type for 
radium treatment is the small or moderate-sized 
interstitial myoma. The primary result was uni- 
formly prompt; recession in the size of the growth, 
while variable, was sure. The diminution was 
usually more than 50 per cent. Often the growth 
disappeared entirely. The best results were ob- 
tained in women presenting a history of severe 
menorrhagia. One hundred and two of the 107 
patients reported complete relief from haemorrhage 
within five months after the radiation. Pain when 
present usually did not disappear even after the 
bleeding was controlled and shrinkage had occurred. 

Seventy-six of the 183 cases were instances of 
myopathic hemorrhage such as are commonly clas- 
sified as cases of chronic metritis, hyperplasia, 
fibrosis, uterine insufficiency, etc., conditions most 
frequent in women approaching the menopause. 
In this type, radium proved to be more nearly the 
ideal specific than any other therapeutic agent. 
Formerly, hysterectomy was the only satisfactory 
method of dealing with these conditions. At present 
it may be stated without exception that the surgeon 
who advises hysterectomy in uncomplicated cases 
of this group when radium is available is not acting 
in the best interests of his patient. 

When full dosage was used to control bleeding in 
women over 40 years of age, immediate cessation of 
menstruation followed in 20 per cent of the cases. 
Sixty per cent menstruated once, 15 per cent 

















menstruated irregularly, and the rest reported no 
relief and have since returned for a second treat- 
ment. The second treatment was successful in all 
but three instances, and two of these three patients 
were relieved by a third exposure. 

This brief review of cases extending over a period 
of seven years appears to warrant the conclusion 
that a large percentage of the cases of myoma of the 
uterus formerly subjected to operation can be 
permanently and safely relieved by radium, and that 
practically all cases of uncomplicated essential 
hemorrhage can be cured by means of radium. 

Apotex Hartune, M.D. 


Giesecke, A.: The End-Results Following Opera- 
tive and Irradiation Treatment of Carcinoma 
of the Uterus and Vagina (Die Dauerresultate 
nach operativer und Strahlenbehandlung des 
Uterus- und Scheidencarcinoms). Arch. f. Gynaek., 
1922, CXV, 435. 


The author collected the carcinoma material of the 
Kieler University gynecological clinic for ten years. 
There were 798 cases, of which 638 were cases of 
uterine cancer. Of the latter, 371 were under ob- 
servation for at least five years, and of these, 103 
(27.76 per cent) are considered permanently cured. 
Most of these cancers were cervical carcinomata, and 
of these 247 (70.6 per cent) were operable. Two 
hundred and forty-three cases were operated upon. 
Permanent results were obtained in eighty-six 
(35.4 per cent). Two hundred and twenty-four 
cases were operated on by the abdominal route, 
results being obtained in seventy-five (33.5 per cent). 
The vaginal total extirpation was always limited 
considerably in favor of the abdominal as experience 
has shown that, at most, only 10 per cent of the 
cases remain permanently cured. As modern 
radiotherapy gives almost the same results as the 
abdominal radical operation, the vaginal total extir- 
pation was finally abandoned entirely. Every 
case which for any reason is no longer suitable for 
the abdominal radical operation is referred for 
roentgen or radium therapy. Of 224 patients 
treated by the Wertheim radical operation, forty- 
four (19.6 per cent) died primarily, ninty-three 
(41.5 per cent) died from recurrences, and 5.4 per 
cent were lost track of or died from intercurrent 
diseases. 

A prophylactic postoperative roentgen treatment 
is added to the operation as a matter of routine. The 
period of observation in regard to the effect of this 
postoperative radiation is still short, but in none of 
the cases so treated has the condition become 
worse. 

On the basis of this experience it is believed at 
the Kieler gynecological clinic that all operable 
cases should be operated upon and then treated 
with a full carcinoma dose of the roentgen rays, and 
those not operable, those regarded as difficult 
cases for operation, and those which show a special 
contra-indication to operation should be treated 
with combined roentgen and radium therapy. 
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In the cases of carcinoma of the body of the uterus 
the total extirpation was effected by the vaginal 
route in twelve, by the abdominal route in seven, 
and by the Wertheim operation in two cases. 
Ten patients are permanently cured, two died 
primarily, six died from recurrences, two died from 
unknown causes two and four years after the 
operation, and one has disappeared. The total 
extirpation by the vaginal route resulted in seven 
permanent cures, whereas both of the patients sub- 
jected to the Wertheim operation died soon after 
the operation from recurrence. 

Of twenty-three cases of vaginal carcinoma only 
one can be considered as permanently cured. 

Bone (Z). 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Mezer, J. H.: Autografting of the Ovary. Boston 
M.& S.J., 1922, clxxxvi, 604. 


In young women, removal of the ovaries is 
followed by nervous symptoms which are apt to be 
severe and persist for a very long time. 

In a large percentage of these cases, autografting 
will ward off the nervous symptoms entirely or 
modify them to a great extent. When, following 
removal of the tubes, the ovary is wholly or in part 
left with its normal supports, grafted into the 
uterus, or buried in the broad ligaments or under- 
neath the parietal peritoneum, pain often develops, 
or changes necessitating a second operation may 
take place in the graft. 

When the ovary in whole or in part is buried under 
the skin just within the anterior-superior spine of the 
ileum it is placed where it can be easily observed and 
reached if any disturbance occurs. After a while it 
becomes active, somewhat enlarged, and painful, the 
symptoms of the menopause subside, and menstrua- 
tion re-appears. Menstruation is always irregular. 
If the re-appearance of menstruation is due to a small 
piece of ovary left in the abdomen, it will be noted 
within two months after the operation, a period of 
time too short for the appearance of menstruation 
from a graft. 

If menstruation does not appear, the symptoms 
of the menopause will develop, a fact indicating 
that it is the suppression of menstruation which 
causes the symptoms of the change of life. 

E. L. Cornett, M.D. 


Estes, W. E.: Implantation of a Part of an Ovary 
into a Horn of the Uterus in Order to Preserve 
the Functions of Ovulation and Menstruation. 
Med. Times, 1922, 1, 132. 


It seems settled that if a portion of functioning 
ovarian stroma is retained in the abdominal cavity 
menstruation continues, vigor of health and libido 
are retained, and the nervous ailments following sud- 
den loss of the ovaries in youth are obviated. If 
the functioning ovarian stroma is implanted directly 
over the inner opening of one or both fallopian 
tubes in the horn or horns of the uterus, conditions 
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possible for fertilization and pregnancy are added to 
the preservation of the ovarian hormones. 

Of nineteen women operated on in this manner 
more than six years ago every one escaped the trying 
neurotic symptoms which usually occur in a young 
woman after the sudden loss of both ovaries, and all 
but three have continued to menstruate. Of two 
who became pregnant, one aborted and the other 
went to full term and bore a normal child. In two 
cases small cysts developed in the implanted ovarian 
stroma. 

The operation is adapted for women between the 
ages of 15 and 45 years who for any reason have com- 
plete stenosis or destruction of the fallopian tubes, 
whose ovaries are not diseased, and whose uterus is 
in such condition that it may be left in place. In 
one case an ovary was transplanted into the stump 
remaining after a subtotal hysterectomy and 
though menstruation did not recur the phenomena of 
ovulation went on regularly. 

The technique of the operation may be described 
briefly as follows: 

After a preliminary curettage and packing of the 
uterus with iodoform gauze, the abdomen is opened 
and the tubes are completely excised from the horns 
of the uterus by a free oval incision extending to the 
mucous membrane. The ovaries are liberated and 
freed from any diseased portion of tissue. If 
practicable, the ovarian ligament with its small 
artery is preserved. The remaining ovarian stroma 
is cut so that it will fit into the oval concavity left 
in the horn of the uterus and is fixed in place with 
running catgut sutures. The stumps of the round 
and broad ligaments are then brought into apposition 
with the sides of the uterus in such a way that the 
implanted segment of ovary is entirely covered by 
the serous membrane of these ligaments. Drainage, 
when it is necessary, is obtained through the 
vagina. 

Ovarian function is usually established within two 
months of the operation. H. W. Frvx, M.D. 


Roeder, C. A.: The Surgery of Non-Hyperplastic 
Ovarian Cysts. J. Am. M. Ass., 1922, xxviii, 1452. 


Not infrequently the only remaining ovary be- 
comes cystic. When in such cases the cyst wall is 
large and thin and conservation of the ovary is 
desired, the upper third of the cyst is cleanly re- 
moved and the remaining portion is curled back 
twice and held by a continuous mattress suture to 
keep the cyst cavity permanently open. The author 
believes this procedure is better than resecting the 
ovary and leaving the stump. 

In cases of small, multiple inflammatory cysts of 
both ovaries the most diseased ovary is removed. 
The other is then split to the hilum, with care 
not to injure the vessels, its cysts are cleanly re- 
moved, and the open raw surfaces are sewed to the 
posterior surface of the broad ligament or the 
uterus by small continuous fine catgut sutures. 
A few mattress sutures are placed in the central 
portions. R. E. Cristie, M.D. 
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Rongy, A. J., and Rosenfeld, S. S.: Transuterine 
Insufflation, a Diagnostic Aid in Sterility. Am. 
J. Obst. & Gynec., 1922, ili, 496. 

In the two years preceding August 1, 1921, the 
authors were.consulted by 403 patients for the 
treatment of sterility. Sterility due to the male is 
on the decrease. The authors believe that the 
educational campaigns conducted by the medical 
profession and various public health agencies are 
just now beginning to produce results. In previous 
years sterility was due to the male in fully 25 per 
cent of the cases while today the male is responsible 
in not more than 11 per cent. 

The present tendency of the profession in general 
and also of some specialists to ascribe sterility to 
stenosis of the cervical os is entirely fallacious in 
fully 95 per cent of the cases. Not only do operations 
on the cervix fail to cure, but in a number of in- 
stances they cause mild and insidious infections 
which finally involve the tubes and render the 
patient permanently sterile. Dilatation and cur- 
ettage as practiced by the general practitioner, the 
use of the stem pessary, and cutting operations on 
the cervix as practiced by specialists have cured 
very few cases. The truth of this assertion is proved 
by the fact that over 300 patients seen by the authors 
had had cervical operations ranging in number from 
one to six. 

Teachers in medical colleges should point out to 
the future members of the profession the erroneous 
conception heretofore held regarding the medical 
aspect of sterility. In this way only will be eliminated 
useless and obsolete operations which in a great 
many instances are causes of permanent sterility. 
In the few instances in which pregnancy followed 
such procedures the patients would have become 
pregnant eventually even if they were not operated 
upon. Operations on the cervical canal without 
definite knowledge of the condition of the fallopian 
tubes are obviously incomplete procedures. 

In the authors’ series of cases of pneumoperi- 
toneum 58 per cent were positive, i.e., air was present 
in the abdominal cavity, and 42 per cent were nega- 
tive, ie., no air was present in the abdominal 
cavity. 

This method cf examination must not be used in 
the presence of acute infections of the vagina or 
pelvic organs or in the presence of chronic infections 
if the patient complains of pain. It should not be 
performed at the time when the menstrual period 
is about to appear. Patients who have heart dis- 
ease, and especially those in whom myocardial changes 
are suspected, should not be subjected to this exam- 
ination because the raising of the diaphragm by the 
gas may seriously embarrass the heart action. 

In the series of cases reviewed the only com- 
plications were: 

1. A severe syncope in a patient who was quite 
obese. Apparently, as soon as the gas lifted the 
diaphragm, there was interference with the heart 
action. The patient became cyanosed and the pulse 
barely perceptible. She rapidly rallied, however, 
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and it was possible to continue the fluoroscopic 
examination. 

2. Less severe syncope in another case. 

3. An acute inflammatory condition in the left 
fornix which lasted about two weeks and subsided 
under palliative treatment. 

Transuterine insufflation should be employed in 
every case in which the cause of the sterility is 
doubtful. It is important that the patency of the 
tubes be established before any form of treatment 
is undertaken. The procedure is of especial value 
in the cases of patients who have had an infection of 
one fallopian tube and those who have had one tube 
removed. 

Sterile women with fibroid tumors of the uterus 
should be examined in order to ascertain whether 
the continuity of the genital tract is interrupted. If 
the tubes are found to be occluded, there should be 
no hesitancy in advising removal of the tumor as 
pregnancy in such cases is almost impossible. 

E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Stanca, C.: Puerperal Atresia of the Vagina; 
Coitus-Dilatation of the Urethra (Atresia va- 
ginae puerperalis; dilatatio urethrae e coitu). 
Zentralbl. f.Gynack., 1921, xlv, 1788. 


The author reports a case of atresia of the vagina 
after labor lasting for three days. The adhesion of 
the vaginal walls was due evidently to necrosis 
caused by pressure during the labor. Inspection 
showed that the urethra was greatly dilated (coitus 
dilatation) and that the opening of the vagina was 
as small as a pin-head. A severe attack of pain 
occurred every three weeks. Examination during 
one of these attacks, which lasted six days, revealed 
swelling of the uterus (hematometra) which was 
followed by reduction. In spite of the intense pain 
associated with hiccough, vomiting, and motor 
disturbances, the patient could not be persuaded to 
submit to operation. Incontinence of the bladder 
was not present. Vorscuutz (Z). 


MISCELLANEOUS 


Novak, E.: Pseudomyxoma Peritonei. Bull. Johns 
Hopkins Hosp., 1922, xxxiii, 182. 


The peritoneal surface and the body cavity may 
be locally or generally covered with a gelatinous 
material. The peritoneum is injected and roughened 
and may be studded with small white bodies re- 
sembling glandular metastatic masses and varying 
in size from that of a pinhead to that of a pea. 

The author reviews the literature beginning with 
Werth who described the condition in 1884. 

The exact cause of pseudomyxoma peritonei is 
still unexplained. Some observers contend that it is 
leakage or rupture of a pseudo-mucinous appendix 
in the male, or of a pseudo-mucinous appendix or 
ovary in the female. Others maintain that the 
condition arises from retroperitoneal tissues. 
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Some writers state that very little peritoneal 
reaction results when the jelly-like masses come 
from the ovary, though cystic metastases may be 
found, and that when the appendix is the source, 
the peritoneum is roughened by the organized for- 
eign and endothelial outgrowths and cystic metas- 
tases are absent. Other observers have found metas- 
tases also in the latter type of cases. 

An attempt has been made to ascribe the dif- 
ference in peritoneal reaction to chemical differences 
between the ovarian and the appendiceal secretions. 
Trotter and others maintain that the gelatinous 
material in the appendix contains mucin, while in 
the ovarian cases it contains pseudomucin. The 
literature bears out the chemical analysis of pseudo- 
mucin in the ovary, but the appendix contents 
vary from mucin to collcid material. 

The author maintains that when both the ovary 
and the appendix are undergoing pseudo-myxo- 
matous degeneration the ovary is chiefly responsible 
for the peritoneal reaction. If the condition exists in 
either the ovary or the appendix, rupture in one or 
the other will aid in the diagnosis, but if neither is 
ruptured chemical examination of the exudate and 
microscopic examination of the peritoneum are of 
great value. 

The author reports two cases of pseudomyxoma 
peritonei from the gynecological department of 
the Johns Hopkins Hospital in which the peritoneal 
involvement was due to cystic ovarian degeneration. 

S. J. Harprecat, M.D. 


Dembskaja, W. E.: An Attempt to Apply Iono- 
therapy in Gynecological Diseases (Kin Versuch, 
die Ionotherapie bei gynaekologischen Erkrankungen 
anzuwenden). Nautschnaja Med., 1920, 806. 


If a galvanic current is made to pass through a 
solution of potassium iodide, the molecules are 
reduced to ions. During the galvanization of the 
inflammatory foci of the lesser pelvis, the iodine 
ions penetrate the affected structures and act on 
them therapeutically. One electrode, surrounded by 
a cotton tampon saturated with a 5 per cent solu- 
tion of potassium iodide, is introduced into the 
vagina. A current of 50 to 100 ma. is passed for 
twenty minutes. In order to control the penetra- 
tion of the iodine, urinalyses were done. These 
showed the presence of 0.01 mg. of iodine in 1 liter 
of urine after the electrization. 

Twenty-six cases were subjected to ionotherapy, 
including seventeen cases of salpingo-odphoritis, 
two cases of inflammation in the postoperative 
stump, three cases of tertiary syphilis, one case of 
ovarian neuralgia, and three cases of metritis. The 
treatment was continued for three months, and the 
results were good. ScHAACK (Z). 


Wagner, J.: The Removal of a Foreign Body of 
Unusual Length After Eight Years. [nternat. J. 
Surg., 1922, XXXV, 157. 


A woman, aged 26 years, came for relief of excru- 
ciating pain in the left buttock which had been 
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present for the past week. For the last year she 
had noticed a swelling in this region which was 
painful at times, but relief came when it broke and 
discharged for a limited period. After two months it 
recurred with similar results, but the pain did not 
disappear with rupture of the mass, although the 
discharge was fairly free. Sitting or lying on the 
left side was impossible and walking was very pain- 
ful. 

The patient stated that eight years previously, 
when one of her menstrual periods was overdue, 
she went to her physician who did something, but 
she does not know what. Her menses were always 
regular after that until three years ago when they 
became very irregular, the flow was almost con- 
stant, and there was very severe pain in the left 
iliac region. During a period of a year and a half 
she lost 17 lbs. and became very weak and anemic. 
Suddenly, without any cause, the pain in the side 
disappeared and the menses again became regular. 
The pain in the left buttock followed shortly by the 
mass described developed suddenly after a period of 
several months when she was free from symptoms. 
Examination revealed a discharging sinus in the 
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left ischiorectal fossa with a small opening about 
1 in. to the left of the anal margin. The cavity was 
not probed, but a rectal examination failed to 
reveal any fistula. 

On enlargement of the opening in the sinus at 
operation the torn end of a No. 16 F. soft rubber 
catheter appeared in the wound. This was ex- 
tracted and found to measure 514 in. The cavity 
was then widely opened but an exploring finger 
failed to discover anything but scar tissue. The 
latter extended upward toward the abdominal 
cavity. The rectum was thoroughly explored, but 
there was no sign of any opening or connection 
between it and the fistulous tract. A vaginal 
examination disclosed a mass of scar tissue run- 
ning from the posterior cul-de-sac, about the level 
of the internal os, toward the fistulous tract. With 
one finger in the vagina and the other in the fistula 
a direct connection between the fistula and the 
vagina was found but no opening; only scar tissue 
was present. 

The usual operative and postoperative pro- 
cedures were followed by uneventful recovery. 
Epwarp L. Cornett, M.D. 














ADRENAL, KIDNEY, AND URETER 


Leopold, S. S., and Behrend, M.: Nephrotomy 
and Decapsulation for Anuria in a Case of 
Single Kidney; Recovery. Surg., Gynec. & Obst., 
1922, XXXxiv, 677. 


References in medical literature to nephrotomy 
and decapsulation in cases of single kidney are few. 
The author believes the case he reports is unique 
in that right nephrectomy had been performed four 
years prior to nephrotomy and decapsulation on the 
left kidney. 

The patient was a white male, 17 years of age. 

A purulent urethritis acquired in some unknown 
manner at the age 3 years and neglected resulted 
in the formation of a urethral stricture which mani- 
fested itself symptomatically at the age of 13 years. 
Operation for impermeable stricture at the age of 
17 was followed in six weeks by nephrectomy on the 
right side for hydropyonephrosis. An interval of 
reasonably good health for four years, except for 
chronic cystitis, was then followed by four attacks of 
colic in the left kidney, the last culminating in an 
attack of anuria in which only 5 oz. of urine were 
voided in one hundred hours. The longest period 
of complete anuria was thirty-five hours. Impend- 
ing uremia was indicated by a blood-urea content of 
75 mg. Nephrotomy and decapsulation of the single 
kidney were followed by prompt re-establishment of 
the normal urinary output and recovery. 

Epwarp F. Hess, M.D. 


Braasch, W. F.: Atrophic Pyelonephritis. J. 
Urol., 1922, vii, 247. 


The author reports twenty-eight cases of atrophic 
pyelonephritis observed at the Mayo Clinic. In 
twenty-two of these cases operation was performed. 

Atrophic pyelonephritis is distinguishable from 
chronic bilateral pyelonephritis both clinically and 
pathologically. The urinary symptoms are less 
severe and usually not progressive. The pain is 
unilateral and more severe, and often is accompanied 
by evidence of acute renal infection. Pain is the 
most common symptom and may occur as short 
periods of dull, unilateral ache or in acute attacks. 
Frequent micturition and dysuria are common 
symptoms, but may disappear later in the course 
of the disease. Hzmaturia occasionally occurs. 
In some cases there may be attacks of chills and 
fever. As a rule moderate amounts of pus are found 
in the urine. Possible foci of infection in the teeth 
and tonsils are usually present. 

Cystoscopic data are of great value in establishing 
a correct diagnosis. The bladder shows very little 
change. In most cases the spurts of urine from the 
ureteral openings are diminished on the affected 
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side and increased on the healthy side. The urine 
from the affected side may be turbid, but the num- 
ber of pus cells in the urine catheterized from the 
affected kidney is usually only moderate. The 
differential functional test is generally of the greatest 
value. Diminution of the output of phenolsul- 
phonephthalein from the affected side in the presence 
of little evidence of infection and an increase in the 
output from the opposite kidney is almost pathog- 
nomonic of atrophic pyelonephritis. 

The differential diagnosis requires the considera- 
tion of: (1) reduplication of the renal pelvis, (2) 
wide stricture of the lower ureter, and (3) chronic 
renal tuberculosis. 

Pathologic examination shows kidneys which are 
small, firm, and contracted with outer surfaces 
which are smooth and rounded and devoid of any 
scarring, as in chronic nephritis. One-half of the 
kidney may be involved more than the other. The 
fibrosis and destruction of the kidney substance 
make differentiation between the cortex and 
medulla very difficult, but as a rule the former is 
thinned while the latter is thickened and fibrous. 
Microscopically, the tubules are atrophic and their 
cells have a compressed appearance. The ureters 
are thickened and dilated, especially in their upper 
third. 

The condition is not the end-result of the usual 
pyelonephritis, but is probably due to a septic 
infarct. 

The operative results in these cases have been 
very satisfactory. Improvement or cessation of the 
vesical symptoms and improvement in the general 
condition have been obtained in practically every 
instance. Gorpon S. Foutps, M.B. 


Lindstroem, L. J.: Studies of Malignant Tumors 
of the Kidney (Studien ueber maligne Nieren- 
tumoren). Arb. a. d. path. Inst. d. Univ. Helsing- 
fors, 1921, n.s. ii, 299. 

The author reports the histories and the results 
of a macroscopic and microscopic study of forty 
malignant tumors of the kidney which were seen 
during a period of twenty-three years (1897 to 
1919) in the surgical clinic of the University of 
Helsingfors. 

In the anatomical division of the article the 
mixed tumors (five cases) are discussed first. The 
origin of these growths the author believes is to 
be sought in the relatively highly differentiated 
cells, namely, in the anlage of the permanent 
kidney. To explain their appearance it is not 
necessary to assume an abnormal cell connection 
as cells of the metanephron may have been arrested 
in their development by local disturbances, prolif- 
erating pathologically later. 
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Of six renal sarcomata, three occurred in children 
between 1% and 15 years of age, and three occurred 
in adults between 55 and 60 years of age. The 
sarcomata developing in children are differentiated 
microscopically from those of adults by a greater 
abundance of cells (round and spindle cells), by a 
smaller amount of intercellular substance, and 
by their tendency to metastasize. The question of 
the genetic equivalence of sarcomata is not definitely 
decided by the author, but he states that many 
facts indicate that the sarcomata of children de- 
pend upon embryonic aberrations whereas those of 
adults have their origin in the developed connec- 
tive tissue of the kidney or renal capsule. 

In the one case of carcinoma of the renal pelvis, 
which microscopic examination proved to be a case 
of pavement-cell epithelioma, the tumor differed 
macroscopically from the other types of renal 
tumors. Pathologically, carcinomata of the renal 
pelvis are characterized by their invasion of other 
organs and their tendency to form metastases in 
the other kidney and the bladder. Whether this 
metastasis occurs by way of the urinary tract or 
by way of the lymphatics is still unknown. 

The majority of the growths studied were Grawitz 
tumors (twenty-eight cases). These may form 
metastases by way of the blood and lymph vessels 
or by implantation through the urinary tract. 
Their histologic picture varies. Numerous varieties 
of one and the same type of tumor belong to the 
same group. The author classifies them as follows: 
(1) the papillary form, (2) the solid papillary form, 
(3) the adenoma-like (cystopapillary) form, (4) the 
solid alveolar form. The genesis of Grawitz tumors 
is discussed and the Grawitz theory that they arise 
from adrenal tissue is denied chiefly because both 
intrarenal and intrapapillary tumors of the same 
type are found. The author assumes that the cause 
of Grawitz tumors is to be sought in embryonic mal- 
formations inhibiting the differentiation of the cells 
of the secretory renal epithelium. 

In the clinical part of the article it is shown that 
the initial symptoms often vary markedly. Fre- 
quently cachexia and fever are added to the classical 
signs of hematuria, tumor, and pain. Varicocele 
associated with a tumor was seen only once. Skin 
changes, such as those described by Clairmont and 
Kapsammer as “‘ Epheliden,” were never observed. 

The only rational treatment is lumbar nephrec- 
tomy. Thecontra-indications are immobility of the 
tumor, varicose veins on the abdomen and leg 
(Israel), degenerative changes in the heart in elderly 
persons, and continuous intensive pain, which 
indicate that the most favorable time for operation 
has passed. Of forty patients operated upon, five 
(12.5 per cent) died. Of eight children under 15 
years of age with malignant renal tumors all died 
of recurrence within nine months. Only 25.8 per 
cent of the total number of patients and only 34.8 
per cent of the total number of adults remained 
free from recurrence for three years. 
von Repwitz (Z). 
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Landon, L. H., and Alter, N. M.: Carcinomatous 


Papilloma of the Renal Pelvis. 
1922, Ixxv, 605. 

In the case reported the greater portion of the 
kidney was occupied by a large cavity lined nearly 
completely by a papillary growth which was con- 
tinuous with the pelvis and ureter. The villi were 
changed into irregularly thickened mushroom-like 
projections. These were very friable and most of 
them were covered with necrotic material and blood 
clots. All that remained of the normal kidney tissue 
was a small island 3 cm. in diameter. The micro- 
scopic examination showed a typical papillomatous 
growth at the pelvis, but in the parenchyma typical 
carcinomatous changes were evident. 

Irvin S. Kort, M.D. 


Ann. Surg., 


BLADDER, URETHRA, AND PENIS 


Geraghty, J. T.: Sphincterotomy per Urethram: 
A Simple and Safe Procedure for the Cure of 
Contracture of the Vesical Orifice. J. Urol., 
1922, vii, 367. 

The ‘“prostatisme sans prostate” of the earlier 
French literature or the “median bar” of more 
recent literature is due to inflammatory infiltration 
at the vesical orifice. Involvement of the muscle 
fibers of the internal sphincter causes a narrowing 
of the outlet and a decrease in the relaxation of the 
sphincter. Complete and permanent relief may be 
given by simple division of the internal sphincter 
posteriorly. 

Because of the sloughing and hemorrhage which 
not infrequently follow the modified Bottini op- 
eration of Chetwood and the use of the Young 
punch and of the cautery punch suggested by Caulk, 
the author has devised an instrument for simple 
division of the sphincter through the urethra. 
Through a tube similar to the outer sheath of 
the Young punch, a wedge-shaped concave knife 
which accurately fits the tube is used. Under local 
anesthesia and with the bladder dilated, the vesical 
orifice is engaged in the fenestra, the knife is 
introduced, and the fibrotic ring incised. If a deeper 
incision is required, the ring is lifted into the 
fenestra with a forked spear. 

The operation is no more painful than the average 
cystoscopy, and requires only a few minutes. The 
urine is merely tinged with blood and a retention 
catheter is unnecessary. CLAUDE D. PickreLt, M.D. 


Watson, E. M.: The Structural Basis for Con- 
genital Valve Formation in the Posterior 
Urethra. J. Urol., 1922, vii, 371. 


On the basis of a study of the posterior urethra 
in foetuses of various ages the author concludes that 
the so-called valves or congenital strictures of the 
posterior urethra may be formed as early as the 
fourteenth week of foetal life and are due to the 
overgrowth and attachment of the tip of the col- 
liculus to the roof of the urethra. 

H. L. SaAnrorp, M.D. 




















Grauhan, M.: The So-Called Callous Tumors of 
the Male Urethra (Zur Frage der sogenannten 
Callusgeschwuelste der maennlichen Harnroehre). 
Deutsche Ztschr. f. Chir., 1921, clxv, 154. 


The author describes the case of a 48-year-old 
man who came to operation for the removal of a 
nodular tumor of the perineum 5 to 6 cm. long and 
3 to 4 cm. broad. The history revealed a trauma 
followed by stricture at the age of 19, which pre- 
ceded an attack of gonorrhoea occurring one year 
later. In his occupation the patient was frequently 
obliged to sit on a cable or rod. On examination, 
the tumor proved to be a purely inflammatory 
pseudo-tumor with atypical proliferation of the 
urethral epithelium. 

The author classifies such growths with inflam- 
matory tumors of the abdominal wall, as proposed 
by Schloffer. He advises their radical extirpation, 
if it is at all possible, because they are very difficult 
to differentiate from true tumors, because they not 
rarely form the basis for the development of carci- 
noma, and because, with the tumor, the severe and 
extensive stricture can be eliminated quickly and 
safely. Devs (Z). 


GENITAL ORGANS 


Broders, A. C.: Epithelioma of the Genito-Urinary 
Organs. Ann. Surg., 1922, 1xxv, 574. 


While the term “cancer”’ is applied loosely to all 
malignant neoplasms that arise from the protective 
epithelia, the kinds of cancer differ greatly in their 
degree of malignancy. Broders classifies epithelio- 
mata into four groups according to whether the 
undifferentiated epithelia constitute one-fourth, 
one-half, three-fourths, or all of them. He reports 
473 cases of general epithelioma observed in the 
Mayo Clinic, and concludes that these tumors occur 
three times as often in females as in males. 

The average age of the patients was 50.04 years. 
Ninety-five and ninety-eight hundredths per cent 
had been married, 33.85 per cent were farmers, 
and 11.83 per cent had a family history of malig- 
nancy. Of the women, 90.77 per cent had been preg- 
nant, and 41.26 per cent of those with cervical 
lesions were past the menopause. Of the patients 
with lesions of the cervix, bladder, and urethra, 
86.01 per cent gave a history of hemorrhage. The 
average duration of the lesion in all cases was 1.35 
years. 

Of the genito-urinary epitheliomata, 56.87 per 
cent were located in the cervix and 25.36 per cent 
in the bladder. Of the 70.76 per cent of the operable 
cases of epithelioma of the labium and penis metas- 
tasis was demonstrated in 38.05 per cent. Accord- 
ing to cellular activity, 5.07 per cent of the epi- 
theliomata of the genito-urinary organs were graded 
I, 24.25 per cent were graded 2, 43.55 per cent were 
graded 3, and 26.84 per cent were graded 4. Of the 
76.59 per cent of patients operated upon who were 
traced, only 21.36 per cent were living 8.58 years 
after the operation. Excluding the postoperative 
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deaths and deaths due to undetermined causes, 
93.27 per cent of the deaths resulted from epitheli- 
oma on an average of 1.34 years after the last 
operation. All of the patients with small lesions of 
the cervix (under 2 cm.) and 80 per cent of those 
with small lesions of the bladder obtained good 
results. All of the patients with large lesions of the 
penis (over 4 cm.) obtained poor results. 

Of the patients with lesions of the labia with 
metastasis 14.28 per cent had good results. In all 
of the cases of lesions of the penis with metastasis 
the results were poor. One of five patients with 
lesions of the cervix obtained good results, while 
80 per cent lived an average of 12.07 years. The 
results were good in 48.56 per cent of the cases of 
lesions of the bladder and 17.64 per cent of those of 
lesions of the labium. Of the patients with lesions 
of the penis 41.16 per cent were free from the disease 
for 6.95 years, and of those with lesions of the 
vagina 33.33 per cent have been free from the 
disease for 8.32 years. 

Considering all the genito-urinary organs relative 
to mortality and excluding cases of postoperative 
deaths and deaths from unknown causes, epithelioma 
was the cause of death in 33.33 per cent of the cases 
in Grade 1, in 81.08 per cent of those of Grade 2, 
in 96.33 per cent of those of Grade 3, and in 9.27 
per cent of those of Grade 4. The total good results 
were 83.33 per cent in Grade 1; 45.90 per cent in 
Grade 2; 25 per cent in Grade 3; and 12.19 per cent 
in Grade 4. Of the entire number of patients, 23.05 
per cent were alive with good results after 8.58 
years, 5.08 per cent were alive with good results 
after 6.34 years, and 28.13 per cent obtained good 
results. : B. F. Rotter, M.D. 


Geraghty, J. T.: A New Method of Perineal Pros- 
tatectomy Which Insures More Perfect Func- 
tional Resu'ts: A Preliminary Report. J. 
Urol., 1922, Vii, 339. 

In the suprapubic prostatectomy the manipula- 
tions are within the prostatic capsule; the intrinsic 
and extrinsic muscles therefore are not injured. In 
the usual perineal operation the external sphincter 
is either divided or dislocated before the mem- 
branous urethra is opened. Partial incontinence 
and occasionally permanent loss of control may 
result, particularly in cases in which the prostate is 
large. 

a operation used by the author in ten cases 
exposes the prostate without injury to the mem- 
branous urethra and external sphincter, and cor- 
rects the occasional faulty control. The patient is 
placed in the exaggerated perineal lithotomy 
position and the prostate is forced forward with the 
tractor devised by Freiberg. The ischiorectal 
fosse are opened with the finger through a semi- 
circular incision, and a blade of a bifid retractor is 
placed fairly deep in each one. The central tendon 
is divided close to the bulb and the rectum is freed 
from the prostate by blunt dissection. The anterior 
fibers of the levator ani are pushed laterally while 
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those covering the prostate are pushed backward. 
A curved incision is made through the posterior layer 
of the prostate, the point at the apex and the 
legs extending downward and backward. The 
ejaculatory ducts are preserved and maximum 
exposure of the lobes is obtained. Enucleation is 
effected with the blunt dissector and the finger, 
with traction to bring forward the suburethral and 
intravesical lobes. When hemostasis has been ob- 


tained a large single tube is placed in the bladder 
and long strips of gauze are packed around it well 
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within the vesical orifice and then in the prostatic 
cavity. The overhanging flap of bladder wall is 
brought forward so that it is included in the packing. 
The wound is then closed around the tube with 
subcuticular chromic catgut and the tube is sutured 
to the skin edge with heavy silk. 

The technique described simplifies the operation. 
The membranous urethra is not exposed as it is in 
Young’s method, and the intrinsic and extrinsic 
musculature and the nerves are not disturbed. 

C. D. PickreE.1, M.D. 

















NOSE 


Joseph, J.: Total and Partial Rhinoplasty and 
the Free Transplantation of Skin (Beitraege 
zur totalen und partiellen Rhinoneoplastik nebst 
einem Vorschlage zur freien Hautueberpflanzung). 
Klin. Wchnschr., 1922, i, 678. 


The insertion of a piece of bone or of cartilage is 
not absolutely necessary for the formation of the 
tip of the nose as a simple skin plastic with the 
transplantation of the nutritive bridge of the 
flap from the forehead, the “nasal-tip flap,’”? may 
suffice. Joseph always constructs the soft parts of 
the nose first and inserts the bone later. 

For the formation of the septum he uses either a 
process of the forehead flap or a prolongation of the 
nasal-tip flap. These may be attached to a tongue- 
shaped flap from the upper lip. A transplanted 
splinter of bone will give the septum the necessary 
support unless it shrinks. 

In the presence of a defect the adjacent portions 
of the nose must be replaced before the true nasal 
plastic is done; for example, by the formation of 
a flap from the cheek in the horizontal direction. 

The secondary defect in the forehead is sutured if 
possible, or left to granulate, or covered by a Thiersch 
graft with or without a pedicle. In the latter pro- 
cedure, the transplant is maintained in its position 
by a gauze dressing corresponding to the defect 
which is held over the defect tensely and with slight 
pressure and sutured to the edges of the wound. 

Koenic (Z). 


Dabney, V.: The Moure Operation for Removal of 
Large Growths and Foreign Bodies from the 
Antrum. Surg., Gynec. & Obst., 1922, xxxiv, 667. 


The Moure operation is indicated especially 
when the naris is crowded with neoplasms, either 
benign or malignant, single or multiple, which are 
evidently overflowing from the antrum. Usually 
there are, in addition, independent foci in the 
ethmoid or sphenoid. 

Argyrol is first instilled in the eye of the operative 
side, the face is painted with tincture of iodine, 
which is immediately removed with alcohol, and 
the eye is covered with a pad wrung dry from a 
bichloride solution. Towels are draped over the 
head and neck in the usual way to cover all but the 
part to be attacked. A curved incision is made 
parallel with, and % in. below, the infra-orbital 
margin, beginning below the inner canthus. From 
this point it is carried straight down along the 
juncture of the nasal ala and the face to the edge of 
the nasolabial juncture. The bleeding must be 
controlled as the incision is lengthened, so that the 
blood will not completely obscure the field. 
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When a practically dry field has been obtained the 
periosteum is elevated with the utmost care and 
thoroughness. Upon the thoroughness of this step 
depends at least half the success of the cosmetic 
result. In order to prevent bruising of the parts 
and sloughing, all artery clamps that can be dis- 
pensed with are removed and the roughly triangular 
flap is retracted with a loop of silk run through the 
apex of the tissue instead of with metal retractors. 
Here, again, an effort is made to insure primary 
union of the soft parts. The ala of the nose is then 
elevated, access is gained to the nasal bone and the 
nasal process of the superior maxilla, and all hem- 
orrhage is controlled. 

Before the exposure of the interior of the antrum 
and naris, the posterior naris is packed and the use 
of an aspirator such as is employed in tonsil opera- 
tions is begun by the anesthetist. This instrument 
must be kept continuously in the throat to catch 
any blood that may escape through or around. the 
nasal packing until all the growths have. been re- 
moved, the hemorrhage has been controlled, and 
the general cavity has been packed. The separation 
of these masses, especially when they are malignant, 
is attended generally by a profuse flow of blood 
which, of necessity, would proceed down the 
rhinopharynx and into the trachea unless preventive 
measures were taken well in advance. Even when 
this has been done, it is at times necessary to renew 
the packing because of its saturation with blood. 

With a square-edged chisel, a section of bone is 
then marked out, corresponding in extent and 
contour to the skin flap but including, in addition, 
the posterior half of the nasal bone and as much of 
the nasal process as may be necessary to allow free 
inspection of the interior of the nose and the 
ethmoid. When this area has been marked out by 
the chisel and broken out with suitable forceps, 
the entire interior of the antrum and nose is exposed 
and easily accessible for any instrumentation that 
may be necessary. No other method will reveal 
this general cavity with such safety and thorough- 
ness. It is now an easy matter to remove all growths 
from their numerous attachments. 

After the wound has been packed with gauze 
impregnated with Dakin oil solution it is sewed 
up in two layers, care being taken in approximating 
the skin edges. The end of the packing is pulled 
down to the edge of the nostril where it can be readily 
found when it is to be removed on the third day. 
An ice bag is kept on the cheek continuously for 
two days. In the absence of malignancy or much 
foul discharge, repacking is usually unnecessary, 
though this can be done if the attendant wishes as 
the nostril offers all the room necessary for it and for 
free inspection. 
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As a rule gentle, warm saline irrigation two or 
three times daily is all the after-care that is re- 
quired in benign cases. In the presence of malig- 
nancy the wound must be left open, treated as 
any other open wound, and the use of the X-ray 
and radium persisted in. Except in such cases, 
there is no depression or deformity in the face; in 
fact, when primary union takes place, the scar is 
hardly visible. O. M. Rott, M.D. 


THROAT 


Withers, S.: On the Use of Radium to Effect an 
Atrophy of Pharyngeal Lymphoid Tissues—A 
Topical Review. Laryngoscope, 1922, xxxii, 163. 

Tonsillectomy should be regarded as a serious 
operation. As in the majority of cases patients 
undergo the operation with little disturbance and 
the results are apparently good, the removal of the 
tonsils is not infrequently advised on the assumption 
that the operation is a minor procedure and the 
tonsils are in themselves a disease. Complications 
may occur and the convalescence may be slow. 

In general, the structural characteristics which 
determine susceptibility to radiation are of a cellular 
nature: an undifferentiated form of cells; hyper- 
chromatic nuclei; rapid growth with abundance of 
mitoses; vascularity, especially when due to an 
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abundance of delicate capillaries; and absence of 
much intercellular substance. 

it is better to sacrifice many innocent tonsils 
than to allow one guilty one to escape removal, but 
tonsillectomy cannot remove all of the objectionable 
lymphoid tissue in the pharyngeal mucous mem- 
brane, and when the excision of large amounts is 
done early in life the growth of outlying parts of 
the ring appears to be stimulated. 

The demonstration of certain biological propertics 
of cells by radium has been a permanent contri- 
bution to science. Tonsillar tissue is prebably one of 
the most radio-sensitive tissues of the body. It 
is possible to produce marked retrogression in leu- 
cocytic elements and tonsillar tissue with the X-rays 
and radium. The use of radium to cause atrophy of 
the tonsils is not new and is founded on sound 
biological principles. Suitable means of application 
have been devised. Radium is preferable te the 
X-rays in the treatment of hypertrophied tonsils as 
it is less dangerous and its radiation is constant. It 
may be distributed in plaques, tubes, needles, or 
bare tubes of emanation which may be applied 
directly where the effect is desired without injury to 
the surrounding parts. In certain forms of appli- 
cation, use may be made of beta radiation which has 
a decided bactericidal effect. 

Davp R. Bowen, M.D. 
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